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Abstract
This thesis reports on a study of married women in Matlab, a rural area of 
Bangladesh. On the basis of both cross-sectional (quantitative and qualitative) and 
longitudinal data from the treatment and comparison areas, the study investigated 
reproductive preferences and their determinants, intensity of desire for more children 
and contraceptive use, reliability of preferences in predicting subsequent fertility and 
change in preferences over time.
Desired family size, ideal family size and desire for more children were similar in 
the treatment and comparison areas; sociocultural differentials in desired family size 
and desire for more children were also absent. Desired family size declined by about 
25 per cent over the period 1975-90 in each area and the decline was more marked 
for sons than for daughters; the decline was homogeneous across the woman's age 
and number of living children categories. For those who changed their preferences 
from wanting more children in 1984 to wanting no more in 1990, the interim birth 
had no influence on subsequent change.
There were no sociocultural differentials in use of contraception except by religion in 
the treatment area among those who wanted no more children either in 1984 or 1990, 
while in the comparison area there were differentials by religion in 1984 and by 
education of woman in 1990. Among women who wanted a child after one year, the 
sociocultural differential in use of contraception existed in the treatment area in 1984 
but disappeared in 1990 while in the comparison area the differentials existed by 
possession of items in 1984 and by education of woman in 1990. Among those who 
wanted a child after one year, use of contraception was lower for those who had no 
son than for those who had one or more sons in each year in the treatment area, but 
only in 1990 in the comparison area. The abortion ratio was higher for those who
vi
wanted no more children than for those who wanted more, and higher in the 
comparison area than in the treatment area.
At the aggregate level intended fertility and actual fertility were closer in the 
treatment area than in the comparison area. However, accuracy at the aggregate level 
depends to a large extent on many counterbalancing inconsistencies on the part of 
individuals. In both the areas those who wanted no more children had fewer 
subsequent births than those who wanted more, while those who wanted no more 
children had fewer births if their husbands also wanted no more than if the husbands 
wanted more. In the comparison area subsequent births occurred homogeneously 
across sociocultural subgroups, but in the treatment area there were fewer births 
among the better-off, among users of contraception and among Hindus. For women 
who wanted the next child 'soon' the inconsistency levels were similar in the two 
areas, but for those who wanted the next child 'not so early' the inconsistency level 
was higher in the comparison area than in the treatment area; however, sociocultural 
differentials in inconsistency were largely absent.
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Chapter 1
Introduction
1.1 Background to the study
Except in 1941, the rate of population growth in Bangladesh was below 1 per cent 
until the middle of the twentieth century because crude birth and death rates were 
very similar. After the Second World War mortality started declining because of 
measures to improve public health, resulting in a remarkable increase in population 
growth to above 3 per cent during 1960-80 (Mabud 1987). Realizing the 
consequences of high population growth for socioeconomic development, the 
government initiated a family planning program as early as 1965, but the program 
faced strong initial opposition, particularly from the religious leaders. The National 
Impact Survey conducted in 1969 reported that while 64 per cent of married women 
of reproductive age had heard about family planning and 55 per cent expressed a 
desire to cease childbearing, only 3.3 per cent were actually using modem 
contraceptives (Sirageldin, Hussain & Cain 1975).
To test whether improved availability would increase contraceptive use, the 
International Centre for Diarrhoeal Disease Research (ICDDR) in collaboration with 
the Ministry of Health and Population Control initiated an intensive house-to-house 
distribution of oral contraceptives and condoms in the Matlab area in 1975 (Huber & 
Khan 1979). The Matlab area was selected because the ICDDR had been maintaining 
a Demographic Surveillance System (DSS) there since 1966 (Figure 1.1). The 
Contraceptive Distribution Program (CDP) covered 150 villages (125,000
2population), while another 84 villages (135,000 population) served by the 
government family planning program were observed as a comparison area.
The initial results of the Contraceptive Distribution Program were encouraging. 
Within three months the use rate of modem contraception among eligible women 
(currently married, non-pregnant women aged 15-49) rose from 1.1 per cent to 17.9 
per cent, and an 11 per cent decline in fertility was observed about 10-14 months 
later (Huber & Khan 1979). A long-term follow-up revealed, however, that the need 
for contraception was not being adequately met by simple household delivery. Over 
a two-year period, contraceptive use gradually declined to about 11 per cent and the 
demographic impact of the program was largely limited to older women (Stinson et 
al. 1982). The decline in use was attributed to the limited choice of contraceptive 
methods, discouragement due to the experience of side-effects, inadequate medical 
backup to treat or alleviate side-effects, and the limited capacity of the illiterate dai 
(midwife) to offer counsel on both the methods and their side-effects (Rahman et al. 
1980).
To test the hypothesis that comprehensive family planning and maternal and child 
health services can affect demographic dynamics in the absence of prior social and 
economic development, major modifications to field procedures and the program 
were introduced in October 1977 (Bhatia et al. 1980). A Family Planning and Health 
Services Program (FPHSP) was introduced in 70 villages (80,000 population) termed 
the ’treatment area', drawn equally from the CDP and comparison villages of the 
CDP, while another area comprising 79 villages (85,000 population) served by the 
government family planning program was designated the 'comparison area' (Figure 
1.2). The dais were replaced by better educated and better trained female workers 
called Community Health Workers (CHW), backed up by a strong supervision and 
technical staff. A total of 110 CHWs were locally recruited, 80 for the treatment area 
and 30 for the comparison area.
3Figure 1.1
Map of Bangladesh showing location of the Matlab study area
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Matlab area map showing the study villages
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5In the treatment area a CHW visits each currently married and fecund woman 
fortnightly. During the visits the CHW discuss family planning with potential clients, 
and follow-up and reassure users regarding actual or perceived side effects. Women 
who are interested in adopting a method are provided with a choice of pills, 
condoms, foam tablets or the injectable contraceptive depo-metdroxy-progesterone 
acetate at the door. A group of 20 CHWs are assigned to a subcentre, which is 
staffed by a paramedic who provides routine maternal and child health services, IUD 
insertion (on request at the door), menstrual regulation and referral support (Bhatia et 
al. 1980).
Both the treatment and comparison areas have been served by the government family 
planning program. The influence of this program through the mass media (posters, 
radio and television) has been similar in the two areas, but its influence through 
household visits has been negligible in the treatment area. When the ICDDR began 
its Contraceptive Distribution Program in 1975, the government family planning 
program was operating in the area with one Upazila (an administrative unit below 
the district level) family planning officer, two male assistants and two female 
paramedics. By the end of 1976 the government program started recruiting village- 
level female workers to serve populations of about 6,000 each. The female workers 
were responsible for routine household visits and the provision of family planning 
information, motivation and supplies of contraceptives (pills and condoms) at the 
doorstep to eligible couples. In February 1977 the government conducted a 
nationwide sterilization campaign and subsequently made sterilization available at 
Upazila Health Complexes (Rahman et al. 1980). Since the early 1980s the 
government family planning program has established Family Welfare Centres 
(FWC) to serve populations of approximately 20,000. Each FWC is staffed by one 
female paramedic and provides IUD services, menstrual regulation and injectable
6contraceptives. In addition both male and female sterilization facilities have been 
established at each Upazila Health Complex (Rahman 1986).
As a result of the Family Planning and Health Services Program in the treatment area 
the contraceptive prevalence rate rose from 7.8 per cent in 1975 to 31.1 per cent in 
1978, 46.4 per cent in 1984 and 60.6 per cent in 1990. In the comparison area the 
prevalence rate also increased, from 4.7 per cent in 1975 to 16.5 per cent in 1984 and
27.2 per cent in 1990 (Chapter 2, Table 2.3). Several studies have focused on the 
impact of the Family Planning and Health Services Program upon contraceptive use 
and fertility (Bhatia et al. 1980; Phillips et al. 1982, 1988; Bhatia 1983; Koenig et al. 
1987, 1992; Khan et al. 1989; Akbar, Phillips & Koenig 1991; Degraff 1991). 
However, no study has examined the relationship between reproductive preferences 
and subsequent fertility. The aim of this study is to examine the relationship between 
reproductive preferences and subsequent behaviour, and whether the relationship 
varies in the treatment and comparison areas.
1.2 Significance of the study
National family planning programs have been implemented by many governments 
during the last 30 years to reduce rapid population growth in the developing 
countries. However, there has been considerable controversy regarding the approach 
most likely to accelerate fertility decline in these countries. One argument has been 
that 'development is the best contraception': the demand for children will decline as a 
society develops. The proponents of family planning programs, on the other hand, 
believed that there was a strong latent demand for contraception, and that the 
provision of family planning services would therefore bring down fertility by 
reducing unwanted births (Berelson 1975).
7A remarkable decline in fertility has been noted in South-East and East Asian 
countries during the last decade. Most of these countries have also experienced rapid 
socioeconomic development. Fertility has also declined in some Asian countries 
where socioeconomic development is low but there are strong family planning 
programs, while in some rich Arab countries with weak family planning programs 
fertility has not declined (Bongaarts 1993; Caldwell 1993). On the basis of this 
experience it is now agreed that both socioeconomic development and family 
planning programs can have independent effects on fertility decline. Fertility decline 
is, however, considered a complex process that involves changes in the demand for 
children, as well as diffusion of new attitudes about birth control and greater 
accessibility to contraception (Freedman, Khoo & Supraptilah 1981; Cleland & 
Wilson 1987; Freedman & Freedman 1992).
The family planning programs in developing countries were implemented because 
Knowledge, Attitudes and Practice (KAP) survey conducted throughout the 1960s 
and 1970s repeatedly showed that there was an unmet need for contraception. These 
unmet need and unwanted fertility estimates were calculated on the basis of 
reproductive preference data (Bongaarts 1991). Reproductive preference data are 
also used to predict future fertility in cohorts that have not completed then- 
childbearing years. So it is important to examine whether reproductive preference is 
associated with subsequent fertility and contraceptive use.
A remarkable decline in fertility has been observed in the treatment area since the 
introduction of the Family Planning and Health Services Program in 1977. The total 
fertility rate declined from 6.9 in 1976 to 5.1 in 1980, 4.1 in 1987 and 3.6 in 1990, 
while the total fertility rate in the comparison area also declined, from 7.2 in 1976 to 
6.7 in 1980 and 5.2 in 1987 and 1990 (Chapter 2, Table 2.3). Preliminary analysis of 
mean desired family size shows that it declined during 1975-90 in similar fashion in 
both the treatment and comparison areas. However, desire to cease childbearing was
8found to be higher in the comparison area than in the treatment area. Moreover, 
desire to cease childbearing in the Matlab study area was found to be lower than the 
national-level estimate (Mitra et al. 1990).
The present study is unique because it is not only longitudinal but compares results 
from two areas where the level of socioeconomic development is similar and data 
have been collected by the same procedure but where the availability and quality of 
family planning services are different. The study also uses qualitative data to 
supplement quantitative findings.
Study of reproductive preferences is important for understanding the likely future 
course of fertility, because it is the only information available on couples' fertility 
goals. The present study has policy significance if it can identify program and non­
program factors that affect reproductive preferences. If reproductive preferences are 
found to be associated with subsequent fertility and contraceptive use, subgroups can 
be identified that need special attention for family planning services.
1.3 Objectives of the study
The primary objective of the present study is to examine reproductive preferences in 
the treatment and comparison areas and the reliability of these preferences in 
predicting subsequent fertility and contraceptive use. More specific objectives in 
pursuit of this primary objective are to examine:
(a) Levels of reproductive preferences (desired family size, ideal family size and 
desire for more children).
(b) The demographic and sociocultural correlates of reproductive preferences 
(desired family size and desire for more children).
9(c) The relationship between intensity of desire for more children and contraceptive 
use; what was the effect of demographic and sociocultural factors on contraceptive 
use among those who wanted no more children and those who wanted a child after 
one year? Did the effect of demographic and sociocultural factors change over time?
(d) Reproductive preference and induced abortion. Did the relationship between 
reproductive preference and induced abortion hold for demographic and 
sociocultural characteristics?
(e) The predictive validity of stated preference for more or no more children, and 
demographic and sociocultural correlates of inconsistency between stated preferences 
and subsequent fertility.
(f) The predictive validity of stated preferred waiting times to the next birth, and 
demographic and sociocultural correlates of inconsistency between stated preferred 
time and actual time.
(g) Change in reproductive preferences (desired family size and desire for more 
children) at the aggregate level by woman's age and number of living children.
(h) The effects of intervening fertility on change in reproductive preferences (desire 
for more children) in the treatment area.
1.3.1 Some hypotheses
In pursuit of these objectives, the following hypotheses will be tested.
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(a) That lower fertility and higher contraceptive use in the treatment area have 
affected reproductive preferences (desired family size, ideal family size and desire 
for more children), which will be lower in the treatment area than in the comparison 
area.
(b) That sociocultural differentials in reproductive preferences (desired family size 
and desire for more children) are smaller in the treatment area than in the 
comparison area.
(c) That demographic and sociocultural differentials in contraceptive use are smaller 
in the treatment area than in the comparison area.
(d) That those who want to cease childbearing choose abortion more often than those 
who want to postpone births.
(e) That sociocultural differentials in ability to achieve subsequent fertility are 
smaller in the treatment area than in the comparison area.
(f) That sociocultural differentials in ability to predict the timing of the next birth are 
smaller in the treatment area than in the comparison area.
(g) That women who wanted more children at the earlier survey will have revised 
their preferences at the later survey more frequently if they had a between-survey 
birth than if they had no birth.
1.4 Concepts: reproductive preference
Since an inquiry into reproductive preferences was first included in the Indianapolis 
Study in the late 1930s (Oakley 1981; United Nations 1987), their measurement has
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been controversial (Lightboume 1984). The literature includes various 
conceptualizations, including 'desired family size’, ’ideal family size', 'expected 
family size' and 'intended family size' (Lightboume & MacDonald 1982). Sometimes 
'desired' family size has been termed 'preferred' family size, and 'expected' family 
size 'wanted' family size. In practice, different types of questions or series of 
questions have been asked in different surveys to collect reproductive preference 
data. McClelland (1983) identified four basic categories of questions: 'over again', 
'how many more', 'ordering' and 'projective'.
The concept of desired family size uses the 'over again' type of question, where the 
respondent has complete freedom to choose any number of children. For example, in 
1965 the Knowledge, Attitudes and Practice (KAP) survey conducted in Taiwan 
asked 'If you were just getting married and could choose exactly the number you 
want, how many children would you most like to have when you are through having 
children?' (Freedman et al. 1974:274). Using simpler wording the World Fertility 
Surveys (WFS) asked ’If you could choose exactly the number of children to have in 
your whole life, how many would that be?' (United Nations 1981:189). The two 
desired family size questions may produce different results because the earlier 
question is less likely to be influenced by rationalization of existing children than the 
later one is. The concept of ideal family size also uses the 'over again' type of 
question, but a set of conditions is specified under which the question is to be 
answered. For example, in 1961 a Detroit survey of white women asked, 'If you 
could start life over again, knowing that things would turn out just about the way 
they have for you and your husband, what number of children would you choose if 
you could have just the number you want by the time you finish?' (Freedman, 
Freedman & Thornton 1980:377). The desired family size question can produce 
different results from the ideal family size question because in the former 
respondents have freedom to imagine a wide range of situations that can affect 
reporting. So desired and ideal family size questions may produce different results.
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When a respondent is asked how many more children are wanted, 'expected' family 
size is computed simply by adding that number to the respondent's number of living 
children. For example, in the 1960 Growth of American Families Survey 
respondents were asked 'You now have .... living children (or soon will after the 
baby comes). Do you expect to have more children (after the baby)?' This was 
followed by: 'How many children do you expect to have in all (counting those you 
now have)?' (Whelpton, Campbell & Patterson 1966:417-418). Using different 
wording with a similar meaning, WFS respondents were asked 'Do you want to have 
another child sometime?' Except in cases where women were childless or pregnant 
those wanting another child were then asked 'How many more children do you 
want?' If the respondent was childless the question was rephrased 'How many 
children in all do you want to have?'; if she was pregnant it was rephrased 'How 
many more children do you want to have, after the one you are expecting?' 
(Lightboume & MacDonald 1982:13). The concept of 'expected' family size 
precludes respondents from expressing 'preferences' lower than the parities they have 
already achieved.
The 'ordering' category of question also uses the 'over again' format, but asks 
respondents to give their most desirable family size and then to give a preference 
order for other family sizes. For example, a panel study in Detroit from 1962 to 1967 
(Coombs 1974:588) asked 'If you could start life over again, knowing that things 
would turn out just about the way they have for you and your husband, what number 
of children would you choose if you could have just the number you want by the 
time you finish?' This was followed by a series of questions: 'If you can't have 
(number given) would you rather have (lower number) or (higher number)?' Based 
on the order of these ranking's, an index is then calculated to measure sex preference 
(Coombs, Coombs & McClelland 1975).
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Projective questions ask about a generalized ideal, aiming to capture the number of 
children the respondent considers ideal for the average family rather than the 
respondent's personal ideal. For example, in the 1975 Pakistan Fertility Survey 
respondents were asked 'In your opinion how many children should a married couple 
have?' (Shah & Palmore 1979:144). Using a different wording the 1982 Sri Lanka 
Contraceptive Prevalence Survey asked 'If a couple starts their family now, how 
many children do you feel is best for them to have?' (De Silva 1990:70). These two 
projective questions could produce different results; rationalization of existing 
children may be more likely with the earlier question and underestimation may be 
more likely with the later one (Chapter 4).
None of the above-mentioned types of preference measure is free from criticism. 
Bongaarts (1992) noted that few subjects in the demographic literature are as 
contentious as is the measurement of reproductive preference. Although criticism 
continues in developed countries, these days it is generally accepted that ideal or 
desired family size makes some sense to respondents in populations where voluntary 
fertility control is widespread and effective. The tone of criticism in less developed 
countries, however, is quite different. Some scholars have argued that in these 
countries concepts of reproductive preference are meaningless, lacking both validity 
and reliability (Mauldin 1965; Hauser 1967; Kirk 1972; Demeny 1988). Hauser 
(1967:404) believed that ideal family size '... in a society characterized by a pre- 
Newtonian mentality - a society in which the number of children is determined by 
nature, spirits or God - may be a meaningless question'. Demeny (1988:470) reported 
that 'It is obvious that an appropriate change in the way in which the question was 
asked, or a different set of instructions to the survey takers, could have produced a 
drastically different figure - say, 30 per cent or 55 per cent'. Other researchers, 
however, have argued that with adequate probing and careful rephrasing of 
questions, even illiterate respondents can be guided into giving meaningful 
numerical answers (Ware 1974; Morgan 1981; Cleland 1985). According to Ware
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(1974), ideal family size is a useful concept and there is no other measure which 
provides an equally effective index of the potential for change in family size in the 
developing world. Cleland (1985:245) argued that 'Survey data on preferences 
should not be dismissed as valueless. There is abundant experience from WFS, but 
even more from the Value of Children Surveys, that, even in non-contracepting 
societies, parents find no difficulty in discussing the advantages and disadvantages of 
large or small families or, except in sub-Saharan Africa, in expressing a numerical 
preference.'
According to Lightbourne (1985), desire for more children is in several respects an 
appealing and very useful variable. While it may be difficult for a respondent to 
assess how many children she wants, it is comparatively easy for her to say whether 
she wants additional children or to terminate childbearing. Indeed, combining this 
information with information on contraceptive use status could provide estimates of 
unmet need’, which has been broadly defined as the proportion of women who report 
that they have had all the children they want, but who are not practising 
contraception despite being exposed to risk (Cho & Kantrow 1981; Bongaarts 1991). 
However, there is a possibility that some women who respond 'No' to the question 
'Do you want more children?' may in fact wish to postpone births rather than to stop 
childbearing. On the other hand, those who say they want more children or are 
undecided are potential 'permanent postponers' (Lightbourne 1984). Ryder and 
Westoff (1969) argued that this measure does not solve the problem of how to 
measure whether respondents already have more children than they really want.
Ryder (1973) noted that expected family size (living children plus additional 
children desired) is indeterminate in meaning because it combines a varying factual 
component (number of children living) with a varying attitudinal component 
(additional children desired). As noted earlier, this measure has some inherent
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upward bias as a measure of preference, because no adjustment is made for unwanted 
children already bom to women who indicated a current desire to cease childbearing.
Projective questions encourage older respondents to answer on the basis of then- 
perceptions of younger people's views rather than on the basis of their own views. 
But in the 'projective' approach there is also a possibility of rationalization or 
underestimation, depending on the wording used.
1.5 Consistency between reproductive preferences and subsequent behaviour: A 
review of previous research
This section reviews studies both from developed and from developing countries 
which have examined the consistency between reproductive preferences and 
subsequent behaviour.
1.5.1 Studies in developed countries
In the late 1930s E. Lowell Kelly began a longitudinal study of marital compatibility 
with a sample of 300 engaged couples (Westoff, Mishler & Kelly 1957). Twenty 
years later the panel was recontacted, and a subset of 145 couples was extracted to 
analyse how well their fertility was predicted from their fertility preferences before 
marriage. The 145 couples were the residue after the elimination of those who had 
never married, had married more than once, had reported problems of sterility, had 
adopted any children, had been lost to follow-up or had refused to provide 
information at the re-interview. The mean number of births for the 145 couples was 
2.6. The mean desired numbers of children reported by males and females during 
their engagement were 2.6 and 2.8 respectively. However, although there was close 
correspondence in the aggregate, there was a very low correlation between initial 
preferences and actual behaviour at the individual level.
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Freedman, Coombs and Bumpass (1965) reported a high stability of family size 
expectations in the aggregate over a two-year period in three separate interviews 
with women in the Detroit Metropolitan Area between 1961 and 1963. However, at 
the individual level there was complete stability of expectations for only a minority - 
albeit a large one - of the sample. Those who became pregnant in the study period 
tended to change their expectations, and on balance to change them upwards. The 
authors emphasize that they dealt with a specific place, a specific time and a specific 
stage of the life-cycle, so this result should not be generalized.
In the Princeton Fertility Study women were first interviewed in 1957, and re­
interviewed in 1960 and again between 1963 and 1967. The original sample 
consisted of 1,165 second-parity, native-born, once-married white women living in 
the seven largest metropolitan areas of the United States; the third interview was 
successfully completed for 814 of these women. The average number of children 
desired at the first interview and the average estimated completed family size some 
eight years later were identical for the total sample (3.3), and varied little across 
religion and education subgroups. Although average completed family size was 
equal to the average size desired, only 41 per cent of the women had exactly the 
number of children they originally said they wanted, and 14 per cent had two more 
or two fewer than this number. The close correspondence of desired fertility and 
completed fertility at the aggregate level was the result of non-random compensating 
errors. At the individual level, the correlation between the wife's desired family size 
and her achieved fertility was 0.56, accounting for 31 per cent of the variance 
(Bumpass & Westoff 1969).
In another longitudinal study 468 white Catholics originally interviewed in the 1965 
National Fertility Study of the United States were re-interviewed in 1969 to assess 
the impact of the papal Encyclical on Catholic contraceptive behaviour (Wilson &
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Bumpass 1973). Consistent with earlier studies they also reported a remarkable 
correspondence of aggregate-level expectations and fertility over the subsequent 
three and a half years. However, much of the variance in fertility at the individual 
level in the interim was unexplained by independent variables included in the 
analysis, including factors related to the planning of fertility behaviour.
On the basis of data on whites from numerous surveys in the United States, Blake 
(1974) concluded that reproductive preferences are fleeting expressions of desired 
fertility, not valid indicators of the long-run intentions of youthful cohorts. She also 
argued that complex factors were associated with ideal or desired family size, and 
that some of these had been artificially suppressed among American women by the 
antinatalist propaganda movement for zero population growth. Recent responses not 
only had a heavy stereotypical component but also could be poor indicators of long­
term behaviour.
The 1970 National Fertility Study of the United States asked all respondents who 
were of the opinion that they could have children whether they intended to have any 
more (Westoff & Ryder 1977). In 1975 a follow-up was undertaken in which 2,361 
white, once-married women who were in intact first marriages of less than 20 years 
duration, and who had married at less than 25 years of age, were successfully 
reinterviewed. At the aggregate level, 40 per cent had intended having more children 
in 1970 and 34 per cent had actually had more in the five-year period, a 15 per cent 
deficit. The aggregate correspondence between intentions and behaviour was much 
lower when the timing of reproduction was examined. Those who intended having 
more children in 1970 were asked 'Do you intend to have your next child within two 
years from now?' At the aggregate level 64 per cent answered the question 
affirmatively, but only 37 per cent actually had a birth or were pregnant at the end of 
the two years. Inconsistency at the individual level was highest for women who 
intended having more children in 1970, among whom 34 per cent failed to fulfil their
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intentions in the five-year period. The figure for the alternate inconsistent sequence, 
births occurring to women who had intended not to have any more children, was 12 
per cent.
In the United States Long and Wetrogan (1981) examined the utility of reproductive 
preference measures in population projections since 1955. They suggested that, in 
the aggregate, women's preferences were accurate predictors of the completed 
cumulative fertility of cohorts; the average number of children wanted by young 
women is quite close to the average number they bear during their lifetimes.
Sabagh (1984) examined the relationship between the reproductive preferences of 
married Mexican American women in Los Angeles in 1973 and their subsequent 
fertility during 1973-82. Of the 1,129 initial respondents, 783 were located and 
successfully re-interviewed. About 44 per cent of these women had intended having 
more children, but only 29 per cent had had more in the follow-up period, an 
aggregate inconsistency level of 33 per cent. At the individual level, of those who 
did not want additional children, 11.1 per cent had more compared to 47.0 per cent 
of those who wanted additional children.
In France, 2,135 women interviewed initially in 1974 regarding their reproductive 
preferences were recontacted in 1976 and in 1979 (Monnier 1987). By the use of 
postal questionnaires, 1,749 of the original sample were traced and replied in 1976, 
and 1,906 did so in 1979. A total of 1,439 women replied to all stages of this 
longitudinal study and thus provided data for assessing the consistency between 
preferences and behaviour. More than one-quarter of women who intended having 
another child at the first interview did not have it, and one-fifth of those who wanted 
no more children had an unintended child.
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A follow-up study conducted in the Netherlands between 1982 and 1985 documented 
the usefulness of the longitudinal approach in assessing the reliability of birth 
expectations data (Van de Giessen 1988). At an aggregate level, forecasts for the 
short-run were fairly accurate: 21 per cent of all women (married as well as 
unmarried and aged 18-37 in 1982) had intended to have a child, and by 1985, 20 per 
cent had actually had one. Of the women who initially expected to have a child, 
almost two-thirds actually had one, while of those who expected to have no more 
children in 1982, 92 per cent indeed did not have a child. Among those women who 
intended to have more children the highest proportion successful was recorded for 
those who had one child in 1982. For older women and for non-married women 
(including cohabiters) expectations of having a child were in many cases unreliable. 
The highest level of inconsistency among those who intended to cease childbearing 
was found for women who had been married less than five years; almost one-third of 
them had a child between 1982 and 1985.
1.5.2 Studies in developing countries
Proportions giving identical responses concerning desired family size in both the 
initial WFS interview and a re-interview 2-13 weeks later were 60 per cent in Fiji 
and 44 per cent in Peru (O'Muircheartaigh & Marckwardt 1981). MacDonald, 
Simpson and Whitfield (1978) reported from Indonesian data that only 54 per cent of 
WFS respondents gave identical responses to a desired family size question in both 
the initial interview and the re-interview 14-18 weeks later, although 81 per cent 
differed by one child, and 90 per cent differed by two children or fewer.
In the Costa Rican WFS, identical response in both the initial interview and the re­
interview (one-and-a-half years apart) to the question on desire for additional 
children was 74 per cent (Stycos 1984). Of women who said they wanted no more 
children at the first interview, 83 per cent gave the same response at the second
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interview. Proportions giving identical responses concerning desire for additional 
children were 77 per cent in Fiji (Bureau of Statistics 1976). Of Fijian women who 
said they wanted no more children at the first interview, 81 per cent gave the same 
answer at the second interview, while 8 per cent shifted to 'undecided' and 11 per 
cent to 'want more'.
Using a probability sample of 2,325 married women aged 18-39 in Taiwan who were 
interviewed in 1967 and re-interviewed in 1970, Freedman, Hermalin and Chang 
(1975) found that among women who said they wanted no more children in 1967, 14 
per cent had a live birth within the next three years compared to 75 per cent among 
those who wanted more children. While demographic and social characteristics were 
correlated with fertility in the expected directions, statements about wanting more 
children proved to be highly predictive of subsequent fertility for both modem and 
less advanced segments of the population.
Hermalin et al. (1979) extended the Taiwan longitudinal study to cover the period 
from 1970 to 1974, respondents' fertility experience being obtained from Taiwan's 
population register, which has a known high level of accuracy. The total number of 
women followed through to December 1974 was 2,055. The Taiwanese data between 
1967 and 1974 again indicated that whether a woman had a birth was strongly 
related to whether she wanted more children: 86 per cent had a live birth among 
those who wanted more children in 1967, compared to 22 per cent among those who 
wanted no more. Multivariate analysis revealed that marriage duration was the single 
most important determinant of whether an additional birth occurred, with desire for 
more children showing a somewhat lower effect.
The fertility intentions and behaviour of 3,237 couples selected from six townships 
in Taiwan were studied by Nair and Chow (1980) to assess the degree of conformity 
of behaviour to intentions. Future fertility intentions were stated in 1974, and
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behaviour was studied for the period 1975-77. All couples studied had a live birth in 
1974 and were supplied, free of charge, with selected contraceptives throughout 
1975-77. Desire for additional children was the single most important predictor of 
additional fertility, followed by wife’s age. Among women who did not desire 
additional children in 1974, 31 per cent had at least one more birth during the 
follow-up period, compared to 83 per cent of those who wanted additional children.
A sample of 478 rural Korean women with two or three living children interviewed 
in 1971 was re-interviewed in 1976, and respondents' stated fertility intentions and 
subsequent behaviour were examined (Foreit & Suh 1980). Compared with women 
in the United States (Westoff & Ryder 1977) and Taiwan (Freedman, Coombs & 
Bumpass 1965; Hermalin et al. 1979), the Korean women were more successful in 
achieving desired additional births but less successful in avoiding unwanted births. 
Success in achieving desired additional births in Korea was probably due to the 
Korean sample being limited to young, low parity women. More than two-thirds of 
the Korean women wanted another child, compared with less than half of the women 
in both the United States and Taiwan.
The same respondents were interviewed in both the 1982 Sri Lanka Contraceptive 
Prevalence Survey and the 1985 Sri Lanka Contraceptive Survey, and were used by 
De Silva (1991) to examine the reliability of respondents' preferences for additional 
children. Of women who wanted to cease childbearing in 1982, 65 per cent were 
successful in avoiding an unwanted birth in the follow-up period; among those who 
said they wanted another child, 64 per cent reported a birth during that period. When 
the subsequent fertility of women who said they wanted no more children was 
examined, women who believed that their husbands wanted additional children 
reported more births between the surveys than did those who believed otherwise.
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1.5.3 Conclusions
Studies in the United States have found that actual fertility conforms at the aggregate 
level with expected completed fertility; however, no such study has ever been 
conducted in the developing countries. Studies over short time periods in both 
developed and developing countries have shown a considerable correspondence 
between average fertility intentions and proportions bearing children. The close 
correspondence at the aggregate level is, however, mainly due to non-random 
compensating errors. At the individual level, agreement between reproductive 
preferences and subsequent fertility over short time periods is considerable: of those 
who have wanted more children generally 70-85 per cent have had more, while of 
those who have wanted no more children generally 20-35 per cent have had more. 
Variation in inconsistency within countries is mainly due to differences in criteria 
used for selecting samples or due to differences in the follow-up period. Bongaarts 
(1992), while reviewing data from developing countries, contended that although 
studies of reproductive preferences and subsequent behaviour yielded consistent 
results, they had been limited to a few societies. It was not clear whether these 
findings also applied to other cultural settings. The present study extends research to 
one new setting.
1.6 Reproductive preferences and contraceptive use
Family planning programs in developing countries were introduced when KAP 
survey data repeatedly indicated that large numbers of women wanted to cease 
childbearing. It was expected that those who wanted to limit family size would use 
contraception if it was made available. However, critics have cast doubt on the 
policy relevance of reproductive preference data. As family planning services are 
now available in many developing countries, it is expected that women who want to 
limit family size will use contraception more extensively than others. This section
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reviews the literature on the relationship between reproductive preferences and 
contraceptive use.
1.6.1 Studies in developing countries
To study the relationship between desired family size and contraceptive use, Mosena 
and Stoeckel (1971) interviewed a probability sample of 1,600 currently married 
women from a rural area of Bangladesh (then East Pakistan) in 1968. The results 
showed that women with actual family size equal to or greater than desired family 
size practised family planning with greater frequency than those whose desired 
family size exceeded their actual family size. This relationship generally persisted 
after controlling for selected social and demographic factors.
Trends in family size preferences and the practice of family planning in Taiwan were 
studied by Freedman, Coombs and Chang (1972) for the period 1965-70. It was 
noted that during these years there was a rapid increase in birth control practice, but 
little change in the desired numbers of children or sons. The mean desired family 
size decreased by only 5 per cent, while the proportion of women ever practising 
contraception increased from 28 to 56 per cent. Birth control was mainly adopted by 
older women who already had the number of children they wanted and were faced 
with the prospect of having more than the desired number as a result of lower 
general mortality.
Knodel and Prachuabmoh (1973) analysed data for both rural and urban women in 
Thailand and found that desired family size and contraceptive practice were related. 
Rural women who had reached or exceeded their desired number of children were 
over three times as likely to be using birth control as those who had not (14 per cent 
compared to 4 per cent), and among urban women the ratio was over two to one (44 
per cent compared to 21 per cent).
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Taiwanese data were analysed for the further period 1970-73 by Freedman et al. 
(1974) to examine trends in family size preferences and the practice of family 
planning. A sharp decline in desired family size which occurred during 1971-73 was 
analysed, along with a continuing increase in contraceptive practice and abortion. 
The continuing salience of a strong preference for sons emphasized the possibility 
that traditional values persist even while modem birth control measures are being 
adopted. Adoption of contraception may precede as well as follow changes in values 
about desired number of children and about other aspects of family life.
In another report using the Taiwanese data for the period 1961-76, Sun, Lin and 
Freedman (1978) observed that between 1970 and 1976 the practice of contraception 
reached high levels in all social strata, and desired family size and fertility both 
declined rapidly. The practice of contraception for spacing births increased 
considerably after 1970. These changes occurred while many traditional familial 
values persisted.
Using data for currently married women from ten WFS countries, Palmore and 
Concepcion (1981) found that reproductive preferences were related to contraceptive 
use. Among all currently married women, those who had more children than then- 
desired number and wanted no more were four times as likely to have used 
contraception (20 per cent) as those who had fewer children than they desired and 
wanted more (5 per cent). However, many women who did not want more children 
were not currently using contraception; the percentage ranged from 93 in Pakistan to 
34 in Panama.
The United Nations (1987) analysed WFS data for 38 developing countries. It was 
found that countries with no family planning program exhibited a large mean desired
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family size (5.3), but the contrast between countries with weak (4.2), moderate (4.0) 
and strong (4.1) family planning programs was small.
Koenig et al. (1987) analysed trends in reproductive preferences and contraceptive 
use in the Matlab area of Bangladesh. In 1977, 46 per cent of women who wanted no 
more children were using contraceptives compared to 7 per cent of women who 
wanted more children. In 1984 the profile of contraceptive users in the treatment 
area had changed substantially: 49 per cent of women who wanted no more children 
were practising contraception compared to 26 per cent of women who wanted more 
children.
Using data from the 1982 Sri Lanka Contraceptive Prevalence Survey, De Silva 
(1990) analysed the relationship between reproductive preference and contraceptive 
use. Of women who wanted to have no more children, 14.2 per cent were not using 
contraception compared to 31.2 per cent of those who wanted another child but 
wanted it ’later’. Among women who wanted no more children, logistic regression 
results showed that those whose husbands disapproved of family planning had a four 
times higher risk of pregnancy than women whose husbands approved.
1.6.2 Conclusions
Reproductive preferences have been found to be related to contraceptive use: those 
who wanted no more children have generally used contraception more widely than 
those who wanted more. During the early stages of a family planning program 
contraceptives are mainly used by those who want to limit family size. However, as 
contraceptive use increases, those who want to space births also increasingly use 
contraception.
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1.7 Organization of the thesis
This chapter has concentrated on presenting background material and delineating the 
significance and objectives of the study. It also deals with conceptual issues related 
to reproductive preferences and with literature on the relationships between 
reproductive preferences and both subsequent fertility and contraceptive use. Chapter 
2 describes Bangladesh, past and present, and the demographic and sociocultural 
characteristics of the Matlab population and survey respondents, while Chapter 3 
provides further background in describing the data and methodology used.
Substantive findings are reported in Chapters 4 to 7. Chapter 4 documents the levels 
of reproductive preferences and the demographic and sociocultural determinants of 
those levels. Chapter 5 examines the intensity of desire for more children and 
contraceptive use. It explores whether the effect of demographic and sociocultural 
factors for those who wanted no more children and those who wanted a child after 
one year changed over time. It also examines the relationship between induced 
abortion and reproductive preference. Chapter 6 examines the predictive validity of 
preference for more children, comparing preferences with subsequent fertility. It also 
examines the consistency between preferred waiting times to next birth and 
subsequent fertility. Chapter 7 focuses on changes in reproductive preferences and 
factors associated with those changes. Finally, Chapter 8 summarizes the findings of 
the study, identifies implications and makes policy recommendations.
Chapter 2
Bangladesh and the study area
Understanding the demographic behaviour of a society depends to a large extent on 
knowledge of the socioeconomic conditions and cultural background of that society. 
The subsequent sections describe the sociocultural setting and demographic 
behaviour of Bangladesh in general and the Matlab study area in particular.
2.1 Bangladesh: past and present
Bangladesh, a country in middle south Asia with an area of 55,598 square miles, lies 
roughly between 20 and 26 degrees north latitude and 88 and 92 degrees east 
longitude (Ministry of Health & Population Control 1978). It is bounded by India in 
the west, north and east and the Bay of Bengal in the south, except for about 174 
miles of boundary with Burma in the south-east. The country lies in the delta of the 
Ganges, Brahmaputra and Meghna rivers and their tributaries, which have very 
often, through flooding, caused suffering for many millions of its people.
Historians believe that Bengal, the area comprising present-day Bangladesh and the 
Indian state of West Bengal, was settled in about 1,000 BC by Dravidian-speaking 
peoples who were later known as the Bang (Ahmad 1968; Johnson 1975; Ministry of 
Health & Population Control 1978). Before the British took over Bengal in 1757, 
Muslim rulers governed the country from the early thirteenth until the eighteenth 
century. British rule lasted from the middle of the eighteenth century until 1947, 
when the partition of British India took place and the independent countries of India 
and Pakistan were created. Bangladesh, then East Pakistan, was the eastern wing of
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Pakistan. Following a Liberation War lasting nine months, Bangladesh emerged as a 
sovereign nation on 16 December, 1971.
East Bengal was a prosperous region of south Asia until modem times (Nyrop et al. 
1975; Lesser 1988): the colonial infrastructure reinforced East Bengal's function as a 
primary producer, chiefly of rice and jute for processors and traders in Calcutta and 
beyond. During its period as part of Pakistan, East Pakistan had to build a new 
industrial base and modernize its agriculture; but the rural population generally 
became poorer between 1947 and 1971 because improvements did not keep pace 
with population increase.
Bangladesh faced a difficult economic situation as it emerged from the Liberation 
War in 1971 (Lesser 1988); there were critical shortages of essential food grains and 
other staples because of wartime disruptions. External markets for jute, the principal 
earner of foreign exchange, had been lost because of the instability of supply during 
the war and the increasing popularity of synthetic substitutes. In its first 17 years of 
independence, Bangladesh did not prosper but it did not lose ground either. If the 
prospects for rapid economic development were not noticeably better in 1988 than in 
1972, it was encouraging that Bangladesh was active in economic fields that had not 
been foreseen even a few years earlier, as a major producer and exporter of ready­
made garments and frozen seafood.
Despite progress toward greater industrialization, in the late 1980s agriculture 
accounted for nearly 50 per cent of the value of gross domestic product (Lesser 
1988). About 80 per cent of the country's population lived in rural areas, virtually all 
of them making their living exclusively or substantially from agriculture. Domestic 
production increased at a relatively steady rate in the years following independence 
but not fast enough to close the gap created by the continued rapid growth in 
population. In most villages a few families controlled enough land to live
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comfortably: 9 per cent of the rural households owned more than five acres, 
controlling 40 per cent of the total cultivable area. About half of the households were 
functionally landless, with an ownership of less than half an acre. With the growth of 
population, the average size of farm holdings has been declining rapidly, from 3.5 
acres in 1977 to 2.2 acres in 1984 (World Bank 1990a).
The dominant food crop of Bangladesh is rice. Bangladesh is the world's largest 
producer of jute, the so-called 'golden fibre' (Nyrop et al. 1975; Lesser 1988). Jute 
has long been the major foreign exchange earner, and although other products have 
become important, in 1987 jute accounted for more than 50 per cent of export 
revenue. In the 1980s, Bangladesh emerged suddenly as a major producer of shrimp, 
frog legs and fish for export. Ready-made garment manufacture is also new, and by 
the mid-1980s it had become a strong export earner. Bangladesh also exports tea and 
leather. Since the 1980s fruits, vegetables and spices have also became export items.
Bangladesh did not exist as a distinct geographic and ethnic entity until 
independence in 1971 (Nyrop et al. 1975; Rahim 1988). During British rule, the 
Hindus took advantage of opportunities offered by the British: until the partition of 
British India in 1947, they controlled about 80 per cent of all large rural holdings, 
urban real estate, and government jobs in East Bengal, and dominated finance, 
commerce and the professions. With the emigration of Hindus during and after the 
partition, Bengali Muslims took over the middle class positions; the upper-class 
positions in society were dominated by non-Bengali Muslims from West Pakistan 
and Muslim refugees from India. Thus, economic and political domination in 
Bangladesh remained largely in the hands of non-Bengali Muslims. Soon after 
independence, the Bangladeshi elite moved into the areas vacated by West 
Pakistanis. Except for a few non-Bengali Muslims, Bangadeshi Muslims almost 
immediately established control over all small and medium sized industrial and 
commercial enterprises.
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The basic social unit in a village is the family (paribar), generally consisting of a 
complete or incomplete patrilineally extended household (chula) and residing in a 
homestead (bari). A significant unit larger than that of close kin is known as a 
society (samaj). Leaders of samaj are responsible for settling village disputes. About 
20 per cent of the population lives in urban areas. Urban centres grew in number and 
population during the 1980s as a result of an administrative decentralization 
program. Most town populations consists of permanent inhabitants who maintains 
connections with their ancestral villages through property or family ties. Unlike in 
rural areas, kinship ties among the town population are limited and fragile (Jahan 
1975; Nyrop et al. 1975; Rahim 1988).
Family and kinship are the core of social life in Bangladesh (Jahan 1975; Nyrop et 
al. 1975). In rural areas married sons generally live in their parents' households 
during the father's lifetime. Death of a father usually precipitates the separation of 
adult brothers into their own households. Patrilineal ties dominate the ideology of 
family life, but in practice matrilineal ties are almost as important. By Islamic law, 
women inherit a share of their fathers' property, although often they do not claim 
their share but barter it to a brother in exchange for a promise of later security should 
they be widowed or divorced.
Religion plays an important role in the day to day life of the people of Bangladesh. 
The major religious community is the Muslims, about 85 per cent of the population, 
with Hindus about 14 per cent. The other religious groups which together constitute 
only 1 per cent of the total population are Christians, Buddhists and some tribes. 
Muslims believe that man and woman should surrender to the will of God, as He 
determines the number of babies to be bom to them and provides food for all the 
mouths in the family (Zaidi 1970; Maloney, Aziz & Sarker 1981).
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Although according to Islamic law marriage is a contract, Muslims believe that 
marital partners are predetermined. Marriages are mostly arranged by parents and the 
system of dowry penetrates marriage arrangements. A woman begins to gain respect 
and security in her husband's or father-in-law's household only after giving birth to a 
son. The rate of polygamy is very low. Divorce and remarriage are more common in 
rural areas than in urban areas, especially amongst the poor. Widows, especially if 
young, are remarried, often to their brothers-in-law in order to keep family property 
intact (Jahan 1975; Khuda 1981b; Maloney, Aziz & Sarker 1981).
In Bangladesh, women's work and social life lie mainly within the household and 
their status is determined by that of their husbands and sons (Jahan 1975; Arthur & 
McNicoll 1978; Maloney, Aziz & Sarker 1981); very few women work in the fields 
or at other jobs away from the home. For the most part, activities in rural areas are 
clearly divided between the sexes: men undertake the outside stages of grain 
production - sowing, crop husbandry and harvesting; women take on the stages that 
can conveniently be performed within the household compound - husking, parboiling 
and preparing next year's crop. In the rural areas, it is customary for girls to observe 
purdah (seclusion) when they reach puberty, but even before that a girl is made 
aware of the two separate worlds of men and women. Urban working as well as 
middle class women do not observe rigid purdah, but they also live in a separate 
world of women. Socioeconomic status and observance of purdah, particularly in the 
rural areas, are highly positively related, because they help in maintaining the family 
position and name. Women of poor families in urban as well as rural areas cannot 
afford to observe purdah in the strict sense, but purdah in the sense of modesty and 
restriction on contact between the sexes is a value universally accepted in 
Bangladesh.
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At the 1981 census only 19.7 per cent of the total population was counted as literate, 
13.2 per cent of females and 26 per cent of males (Rahim 1988). Only 30 per cent of 
the population had access to primary health care services. Young children suffered 
disproportionately from diseases and they accounted for 40 per cent of deaths 
annually. Until the mid-1980s, only 3 per cent of Bangladeshi children received 
immunization against common infectious diseases. A universal immunization 
program was initiated by the government in 1986 to provide protection against six 
major childhood diseases and to vaccinate women of childbearing age against 
tetanus. The government has also adopted the target of universal health care by the 
year 2000.
In the past the village in Bangladesh was relatively self-sufficient; the main 
occupation was agriculture with the usual complement of weaving, pottery making, 
carpentry, oil pressing and other crafts (Mukherjee 1971). Although farming has 
traditionally ranked among the most desirable occupations, villagers in the 1980s 
began to encourage their children to leave the countryside to seek more secure 
employment in the towns. Traditional sources of prestige such as landholding, 
distinguished lineage and religious piety were beginning to be replaced by modem 
education, high income, and steadier work (Rahim 1988).
The population of Bangladesh remained fairly stable during the eighteenth century 
(Mosley & Hossain 1973). Thereafter, it started increasing slowly to about 29 
million in 1901, 42 million in 1951, 87 million in 1981 and 104 million in 1991 
(Table 2.1). Until the middle of the twentieth century crude birth and death rates 
were similar, resulting in low natural increase. Rapid decline in mortality after the 
early 1950s resulted in a tremendous increase in the population; in 1974 natural 
increase was over 3 per cent, but there has been a declining trend in recent years.
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Table 2.1
Population size, birth rate, death rate and natural rate of growth in Bangladesh, 1872-1991
Year Population
(0000s)
Birth rate 
(per 1000)
Death rate 
(per 1000)
Natural rate 
of growth (%)
1872 22,779
1881 24,926
1891 27,010
1901 28,928
1911 31,555 53.8 45.6 0.82
1921 33,254 52.9 47.3 0.56
1931 35,604 50.4 41.7 0.87
1941 41,997 52.7 37.8 1.47
1951 42,083 49.4 40.3 0.91
1961 50,854 51.9 29.7 2.17
1974 71,479 53.0 18.5 3.15
1981 87,052 43.0 16.0 2.70
1991a 104,766
Sources: Mabud 1987; a=Bangladesh Bureau of Statistics (1992)
The family planning movement in Bangladesh, then East Pakistan, dates back to 
1953 when a group of social workers felt the need for it and established the Family 
Planning Association. Since then family planning activities in the country have been 
carried out in four distinct phases: voluntary activities; voluntary activities with 
government support; the first national family planning program; and the government 
expanded family planning program. During the second phase a few clinics were 
established and some educational work and publicity were carried out with a view to 
popularizing the concept of 'family limitation'. During the third phase (1960-65), the 
government began taking wider action to check population growth. The basic 
objectives of the program were: establishing family planning centres; distribution of 
contraceptive supplies; training of family planning workers; and promotion of 
research in the field of family planning. During the fourth phase (1965-70), it was 
stressed that widespread publicity was to be given to the program: educational and 
motivational drives were to be made at the village level, and contraceptives were to 
be made available at reasonable prices. Geographic coverage was to be extended on 
the basis of the readiness of the people to accept family planning, and the program 
was to be autonomous with a view to facilitating expeditious decision-making and
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implementation. However, during the late 1960s the program was hampered by 
widespread propaganda against family planning spread by conservative religious 
leaders. The family planning program faced further setbacks during the Liberation 
War in 1971 (Stoeckel & Choudhury 1973; Rahman 1979; Khuda 1981a).
The first Five Year Plan of Bangladesh (1973-78) attached priority to the population 
control program equal to that of food production. In 1974 a separate Population 
Control and Family Planning Division was set up. In June 1976, the government 
declared population the number one problem for the country. By the end of 1976 the 
government family planning program had started recruiting village-level female 
workers, each of whom was expected to serve a population of about 6,000. The 
female worker was responsible for routine home visits and the provision of family 
planning information, motivation and supplies of contraceptives at the doorstep to 
eligible couples. Moreover, the family planning program was broadened by 
integrating into it maternal and child health. The Two Year Plan (1978-80) aimed at 
raising the level of family planning acceptors to 22 per cent by the end of 1980. The 
second Five Year Plan (1980-85) aimed at a drastic reduction in fertility to achieve 
the demographic goal of a net reproduction rate equal to one by 1990; it also aimed 
at reducing the total fertility rate from 5.8 to 4.1 by 1985. The government also 
established Family Welfare Centres, each one to serve a population of approximately 
20,000. A Family Welfare Centre is staffed by one female paramedic and is 
responsible for providing IUDs, menstrual regulation and injectable contraceptives. 
In addition, both male and female sterilization facilities have been established at the 
government Upazila Health Complexes. The third Five Year Plan (1985-90) set 
targets of 3.4 million sterilizations and an increase in couples practising family 
planning from 4.5 million in 1984 to 10.5 million by the year 1990 (Stoeckel & 
Choudhury 1973; Rahman 1979; Khuda 1981a). The role of religious leaders has 
been changing. Efforts are under way to involve religious leaders in program 
implementation.
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2.2 The Matlab study area
The ICDDR (formerly known as Cholera Research Laboratory) has been conducting 
research on diarrhoeal disease in Matlab Upazila since 1963. Matlab is about 45 
kilometres southeast of Dhaka, the national capital. To get to the Upazila 
headquarters from Dhaka requires a bus ride of about two hours and then four hours 
journey by launch; however, ICDDR maintains its own vehicles (microbus and 
speedboat) which reduce the travel time to two-and-a-half hours.
The study area consists of both treatment and comparison areas. In the treatment area 
the ICDDR has been operating an intensive family planning program while in the 
comparison area the regular government family planning program is in operation.
2.2.1 Sociocultural characteristics of the population
The Matlab area is a low-lying deltaic plain intersected by the tidal river Gumti and 
its numerous canals. The area is fed primarily by the river Meghna, one of the three 
largest rivers draining the country. The river Gumti divides the area into two parts 
and is used as a transportation route. Matlab Upazila headquarters is about 15 
kilometres from its district town Chandpur by paved road. The major modes of 
transport within the area are walking, country boat and in some cases small steamer 
or launch. The area is relatively dry during the months of December to February, 
with very low rainfall; May to September is the monsoon when the water level rises 
and most of the non-residential lands are inundated. Recently an embankment has 
been constructed on one side of the river Gumti to save the agricultural lands from 
flooding and to enable cultivation of the land throughout the year.
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Farming is the dominant occupation, except in a few villages where fishing is the 
means of livelihood. Even in good harvest times agriculture does not provide enough 
food for most of the people, and in bad harvests the hardship becomes more severe. 
Most of the farmers are in marginal situations with less than two acres of land, and 
30 per cent of them are landless. For many families sharecropping and work on 
others' land on a daily wage basis have become the main sources of livelihood. Some 
people maintain their livelihood or augment their income by trade, mostly in the 
local markets. A good number of people work in mills and factories in different 
towns and cities, but their families live in the study area. The mode of cultivation is 
traditional, using bullocks and ploughs. Use of chemical fertilizers has been 
increasing in recent years, mostly among the rich farmers. Mechanized irrigation, 
mostly from rivers and canals, can be observed in limited forms. The major staple 
food is rice. However, wheat is also cultivated during winter and is taking a place in 
the household diet, particularly among the poor. Potatoes, mustard, and other 
vegetables are also cultivated, mainly during winter. Rice is harvested three times 
annually; aman, accounting for over half of the annual yield, is harvested during 
November-December, boro in March-April, and aua in June-July (Ruzicka & 
Chowdhury 1978; D'Souza, Karim & Razzaque 1986).
The educational level in the area is low, with 45 per cent of the males and 73 per 
cent of the females over age 15 having had no formal schooling. About 88 per cent 
of the population belong to the Muslim faith and the reminder are Hindus. The 
average population density is approximately 2,000 per square mile and the average 
household consists of six persons.
Most of the living units are made of jute sticks and bamboo and have thatched or tin 
roofs and earthen floors; brick dwellings are very rare. Economically well-off 
households have dwellings with roofs and walls made of tin. In the dry season 
cooking is usually done outside the kitchen under the open sky. Dry leaves, weeds,
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jute sticks, wood and sometimes dried cowdung are used as firewood for cooking in 
earthen stoves.
Almost every bari has a nearby surface water source, usually a pond, canal or ditch. 
Tube-well water is normally used for drinking only. Bathing and washing of clothes 
and utensils are almost always done with surface water. Sanitation in the villages is 
poor. Most households have fixed toilets, which are in fact only shelters for privacy 
and usually drain towards lower land, sometimes to nearby surface water which 
occasionally is used for washing and bathing purposes (Ruzicka & Chowdhury 1978; 
D’Souza, Karim & Razzaque 1986).
2.2.2 Family planning and health services program
The Matlab area was selected by the ICDDR in 1963 because it regularly 
experienced cholera epidemics; the program was originally started with the aim of 
testing cholera vaccines. A small treatment centre was set up in the Upazila 
headquarters, and a fleet of small speedboats was maintained for use as ambulances 
for diarrhoeal patients in the villages and to support fieldwork. In order to obtain 
demographic data for epidemiological research, continuous household registration of 
births, deaths and migrations was instituted in 1966.
As mentioned earlier, to test whether availability of modem contraceptives was the 
major constraint to family planning program success, the ICDDR in collaboration 
with the Ministry of Health and Population Control initiated a Contraceptive 
Distribution Program in its field research area in Matlab in late 1975. At the 
beginning of the CDP there were 233 villages in the Demographic Surveillance 
System with an estimated population of 260,000. The CDP involved free house-to- 
house distribution of oral contraceptives and condoms in half of the population; the 
other half of the DSS area was to serve as a comparison group.
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The second experiment, the Family Planning and Health Services Program was 
established in October 1977 to test the hypothesis that comprehensive family 
planning and maternal and child health services can affect demographic dynamics in 
the absence of prior social and economic change. The program was introduced in 70 
villages to provide a full range of contraceptives and selected maternal and child 
health services. The villages were drawn equally from the CDP and the comparison 
area. In 1978, the ICDDR reduced the DSS area to 149 villages, thus leaving 79 
villages to serve as the comparison area. Eighty literate, young, married women were 
locally recruited to work as Community Health Workers (CHW) for both DSS and 
Family Planning and Health Services Program work. They initially received two 
weeks training in human reproduction and fertility control technology. Subsequently, 
in weekly sessions, they were given additional training in maternal and child 
nutrition, tetanus toxoid immunization and oral rehydration for diarrhoea. The CHW 
visit currently married women of reproductive age in their area fortnightly and 
provide condoms, pills and injectable contraceptives at the home of the client. A 
group of 20 CHW are assigned to a subcentre, which is staffed by a full-time 
paramedic to provide routine maternal and child health services, IUDs, menstrual 
regulation and referral support. A female physician visits each subcentre fortnightly 
to ensure back-up and continuous paramedical training. A cadre of male supervisors 
visit villages to support female workers by interviewing leaders, husbands or 
household heads with special service problems. Overall service and research work is 
co-ordinated by a male field manager.
The original plan of the project was to assign comprehensive maternal child health 
and family planning duties to the CHW: general family planning services, 
comprehensive immunization services, antenatal and postnatal care, nutritional 
education and treatment of diarrhoeal diseases. The development of the project 
proceeded from general training of CHW to gradual introduction of all these duties.
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Tetanus vaccination for pregnant women was introduced in June 1978, oral 
rehydration therapy for diarrhoeal diseases in January 1979, tetanus vaccination for 
all women in January 1982, measles vaccination in February 1982, antenatal care in 
October 1982 and training of traditional birth attendants in November 1982 (Phillips 
et al. 1984). Since the middle of 1986 an expanded program of immunization has 
been introduced covering six major childhood diseases.
2.2.3 Age at marriage
The age at first marriage of females has been increasing (Table 2.2). During 1975-88 
the female mean age at marriage increased by about three years, from 16 to 19 years. 
The age difference between husbands and wives, which was large, has been 
decreasing with the increase in female age at marriage.
Table 2.2
Mean age at first marriage in Matlab, 1975-88
Year Male Female
1975 24.9 16.5
1976 24.4 16.7
1977 24.6 17.1
1978 24.8 17.5
1979 24.8 17.6
1980 25.0 17.8
1981 24.2 17.3
1982 24.4 17.7
1983 25.2 17.8
1984 25.3 18.0
1985 25.7 18.8
1986 24.3 19.0
1987 24.6 18.9
1988 25.2 18.2
Sources: DSS reports 1975-88
40
2.2.4 Contraceptive use
Contraceptive use was low in both areas in 1975 but it increased dramatically from 
12.6 per cent in 1977 to 31.1 per cent in 1978 in the treatment area after introduction 
of the Family Planning and Health Services Program (Table 2.3). Contraceptive use 
remained almost at the same level in the treatment area until 1982, since when it has 
been increasing, reaching 60.6 per cent in 1990. In the comparison area 
contraceptive use is much lower than in the treatment area but has also been 
increasing, from 4.7 per cent in 1975 to 16.5 per cent in 1984 and 27.2 per cent in 
1990.
2.2.5 Fertility
It has been documented that Bangladesh has experienced an appreciable decline in 
fertility in the recent past (ESCAP 1987; Huq & Cleland 1990; Mitra et al. 1990), 
but data from the comparison area show only a modest decline (Table 2.3). The 
crude birth rate was about 45 per 1000 population in 1974 and this level was 
maintained till 1977, except in 1975 when fertility declined by 30 per cent compared 
to 1974 as a result of the famine of 1974-75 (Razzaque 1988); there was also a rise 
in fertility in the post-famine period. The birth rate declined again in both areas in 
1978, but rose again to the previous level in the following year, particularly in the 
comparison area. Lower recovery in the treatment area was mainly due to the Family 
Planning and Health Services Program. A decline in the birth rate was again 
observed in both areas during 1983-84, followed by an increase in 1985 and since 
then a declining trend. The declines in the birth rate in 1978 and in 1984 may have 
been due to localized famines caused by crop failure. The difference in birth rates 
between the treatment and comparison areas was almost constant during 1980-87, 
and since then the difference has been widening. In the treatment area the total
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fertility rate declined by 34 per cent between 1977 and 1990 while in the comparison 
area it declined by 12 per cent.
Table 2.3
Contraceptive prevalence rate (CPR), crude birth rate (CBR) and total fertility rate (TER) in 
the treatment and comparison areas, 1974-90
Year CPRa CBRb TFRC
Treat Comp Treat Comp Treat Comp
1974 42.9 5.5 5.4
1975 7.8 4.7 29.4 4.7 4.6
1976 43.3 6.9 7.2
1977 12.6 44.2 47.2 5.5 5.9
1978 31.1 32.1 37.8 4.5 6.2
1979 29.7 34.9 47.0 5.2 6.9
1980 33.2 37.1 45.5 5.1 6.7
1981 34.0 35.3 43.8 4.8 6.3
1982 36.7 36.9 44.6 5.0 6.3
1983 40.3 33.8 42.4 4.5 6.4
1984 46.4 16.5 30.7 37.3 4.0 5.1
1985 46.2 34.3 42.5 4.5 5.9
1986 47.4 33.3 40.0 4.3 5.5
1987 51.3 33.5 39.1 4.1 5.2
1988 52.5 30.9 40.5 3.7 5.4
1989 58.8 28.5 36.5 3.7 5.2
1990 60.6 27.2 28.1 36.1 3.6 5.2
Sources: a=RKS reports 1977-90 and Koenig et al. 1987; b=DSS reports 1974-90;
c=Akbar et al. 1991 and DSS reports 1988-90.
2.2.6 Mortality
The crude death rate was high in the study area in 1974 and in 1975 (Table 2.4) 
because of the 1974-75 famine (Razzaque 1989). Since the start of the FPHSP in the 
treatment area, death rates have always been higher in the comparison area then in 
the treatment area; however, the death rate has been declining in both areas. The 
percentage declines in the crude death rate, infant mortality rate and child mortality 
rate between 1978 and 1990 were higher in the treatment area than in the comparison 
area. However, between 1985 and 1990 declines in the crude death rate and the 
infant mortality rate were somewhat greater in the comparison area. General
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mortality decline has been particularly due to improvement in infant and child 
mortality (Table 2.4).
Table 2.4
Crude death rate (CDR), infant mortality rate (IMR) and child mortality rate (CMR) in the
treatment and comparison areas, 1974-90
Year CDR IMR CMR
Treat Comp Treat Comp Treat Comp
1974 16.6 137.9 25.4
1975 20.8 174.3 34.9
1976 14.8 112.0 29.6
1977 13.6 113.7 19.6
1978 12.5 13.8 114.5 125.8 22.5 22.1
1979 12.1 15.6 114.4 118.0 17.1 26.2
1980 11.3 14.8 91.4 114.0 18.6 25.4
1981 11.9 14.4 102.5 114.5 19.1 24.8
1982 12.5 15.9 105.6 118.3 18.8 27.4
1983 12.1 18.0 98.2 112.5 21.6 35.3
1984 13.4 17.3 114.8 127.1 23.1 39.2
1985 10.0 14.1 85.4 118.4 14.7 21.5
1986 9.9 12.1 87.1 89.5 13.1 20.1
1987 9.4 11.1 78.4 94.4 9.8 14.9
1988 8.7 11.1 81.9 97.0 7.4 14.3
1989 8.1 9.4 75.7 89.7 6.4 11.3
1990 7.6 9.4 75.2 91.2 5.3 9.2
Sources: DSS reports 1974-90
2.3 Demographic and sociocultural characteristics of the respondents
The demographic and sociocultural characteristics discussed here are derived from 
the KAP survey of 1990 except possession of items and religion (Table 2.5). There is 
no difference between the two areas in mean age of woman but they differ by 
number of living children. The difference in number of living children reflects rapid 
decline in fertility in the treatment area.
Education levels of women were obtained by asking about completed years of 
schooling in the modem sector. Religious education, which does not lead to a 
certificate, was not counted. The respondents were grouped into three categories: no
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education, 1-4 years of schooling and 5 and more years of schooling. Mean years of 
schooling were 1.8 in the treatment area and 1.6 in the comparison area.
Table 2.5
Percentage distribution of currently married, non-pregnant women aged 15-49 by selected 
characteristics, treatment and comparison areas
Characteristics Treatment
(N=3710)
Comparison
(N=2914)
Age of woman
<25 24.9 26.4
25-34 42.2 40.7
35+ 32.9 32.9
Mean 31.3 31.3
No. of living children
<2 41.9 37.2
3-4 33.5 31.0
5+ 24.9 31.7
Mean 3.2 3.5
Education of woman (yrs)
0 60.5 65.0
1-4 18.3 17.3
5+ 21.2 17.7
Mean 1.8 1.6
Education of husband (yrs)
0 43.0 47.5
1-5 26.7 26.4
6+ 30.2 25.9
Mean 3.8 3.4
Possession of items
None 39.6 46.5
1-2 45.8 41.1
3+ 14.6 12.6
Mean 1.0 0.9
Religion
Muslim 83.2 90.7
Hindu 16.8 9.3
Contraceptive use
Ever 82.0 44.3
Never 18.0 55.7
Sources: SES 1982 and KAP 1990
Data on husband's education was collected following the same criteria as were used 
in the case of women. Three categories were also created, but numbers of years of
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schooling defining them are different: no education, 1-5 years of schooling and 6 and 
more years of schooling. The education categories of women were defined 
differently from those of their husbands to get sufficient numbers in each category. 
Mean years of schooling of husbands were 3.8 in the treatment area and 3.4 in the 
comparison area.
Possession of household items such as a radio, watch, bicycle or quilt, and receiving 
of remittances were considered here to be indicators of household economic 
condition. In the rural area poor households use Khata (home made coverings) 
during winter, but economically better-off households use quilts. Possession of a 
watch or a radio is considered not only a sign of economic status but also of better 
exposure to information. In the present analysis a household with none of these items 
is considered poor. Those having one or two items are considered middle class, and 
those having three or more items are considered to be in the highest class. The mean 
number of items possessed were 1.0 in the treatment area and 0.9 in the comparison 
area.
Religion does not equate with economic class, but it divides the population into 
distinct groups based on beliefs and culture. In the treatment area 83 per cent were 
Muslim while 90 per cent were Muslim in the comparison area. The rest in both 
areas were Hindu.
Currently married women of reproductive age were asked whether they had ever 
used any traditional or modem method of contraception and grouped into two 
categories. About 80 per cent of women had ever used contraception in the treatment 
area, compared with about 45 per cent in the comparison area.
Chapter 3
Data and methodology
3.1 Introduction
Several sources of data from the International Centre for Diarrhoeal Disease 
Research were used for the study: the Demographic Surveillance System (DSS), the 
Contraceptive Distribution Project baseline survey 1975 (CDP), the Socio-economic 
Survey 1982 (SES), the In-depth Survey 1984 (IDS), the Record Keeping System 
update 1989 (RKS) and the Knowledge, Attitudes and Practice survey 1990 (KAP); 
however, the Qualitative Survey 1991 (QS) was conducted by the author. All these 
data gathering initiatives were undertaken in the Matlab study area; the DSS has 
been operating since 1966 and the RKS since 1977. As any survey conducted in the 
Matlab study area uses an identification number for each individual which is 
maintained as part of the DSS, individuals can be linked through different surveys. 
Possession of items and religion were copied from the SES file, so these data 
become two years old when matched with the IDS survey and eight years old when 
matched with the KAP survey. Possession of items may change over time, and while 
in the absence of rapid economic development in the area such change may have 
been minimal, the variable should be treated cautiously. Religion usually does not 
change over time.
3.2 Methods of data collection
This section describes methods of data collection.
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3.2.1 Demographie surveillance system
The data collection procedure of the DSS is a three-tier system. Detection of vital 
events is the primary responsibility of 110 female Community Health Workers 
(CHW) who are recruited from the communities where they live. In the treatment 
area, 80 CHWs are responsible for providing family planning and health services at 
the household level and for maintaining records of contraceptive use in addition to 
the detection of vital events. Each of them covers approximately 160 households. In 
the comparison area, 30 CHWs covering approximately 500 households each 
undertake only detection of vital events and distribution of free oral rehydration 
therapy packets to mothers. The CHWs are married with at least a seventh grade 
education, and visit each household fortnightly. While visiting households they 
enquire about births, deaths, migrations, marriages and divorces and record these 
events in their notebooks. The work of CHWs is supervised by 16-18 male Health 
Assistants (HA) who, usually accompanied by the CHW, visit each household once a 
month. During visits the HAs interview the household head or an adult household 
member and record any vital event on a registration form. At the time of his 
household visit the HA also consults the census volume he carries, the family visit 
card (extracted information from the census volume at the household), and the 
CHW’s notebook for proper recording of the event. The HAs have at least a tenth 
grade education and need to reside in the communities where they work, but are not 
necessarily recruited from those communities. The area covered by an HA contains 
about 2,800 households. The work of two HAs is checked by a Senior Health 
Assistant (SHA) who visits each household at least three times a year. All of this 
work is supervised by two field research officers, one senior field research officer 
and a field manager, who regularly checks the quality and completeness of the 
registration system through random field visits.
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All the HAs visit the Matlab office once a fortnight to submit filled-in forms for the 
preceding two weeks. At the same time they also update the office census volumes 
and meet their supervisors and field manager to discuss problems related to their 
fieldwork. In the case of inter-village movement the HAs of the original and 
destination villages communicate with each other on the day of the Matlab office 
visit to cross-check the recording of events. Since 1988, forms have been coded and 
data have been entered on diskette using a personal computer in the Matlab office, 
while range checks are made at the time of entry. If errors are detected during data 
entry, forms are sent back to the relevant HAs for correction.
A resident of the Demographic Surveillance System area is assigned two identifiers: 
a registration number and a current number. The registration number is assigned to 
an individual when he or she first enters the DSS area, and is never changed. The 
current number indicates current village of residence, household within the village 
and serial number within the household, and is subject to change with change of 
residence within the DSS area (Ruzicka & Chowdhury 1978; D’Souza, Karim & 
Razzaque 1986).
3.2.2 CDP baseline survey, 1975
As a part of the Contraceptive Distribution Program a two-stage cluster sample 
survey of 1,077 eligible women was conducted in 1975 in the Matlab study area to 
provide baseline KAP information for the intervention along with information on 
desired family size (Koenig et al. 1987). Because the DSS area was reduced from 
233 villages to 149 villages in October 1977, some of the women interviewed in 
1975 are now outside the DSS area. On the basis of residence in the treatment or 
comparison area in 1977 the sample size was reduced to 550 women.
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3.2.3 Socioeconomic survey, 1982
In the DSS area socioeconomic information is usually collected at the time of a 
census. The last census and socioeconomic survey was conducted in the DSS area in 
1982. Before starting the census and socioeconomic survey a computer printout was 
prepared for each household indicating each person's name, sex, relationship to 
household head and date of birth. This printout updated the census file of 1978 for 
subsequent births, deaths and migrations. The main purpose of a census in the DSS 
area is to identify split households and to assign current identification numbers to 
each household according to geographical location to facilitate continuing research 
activities. In cases of the death or out-migration of a household head or of a 
household split, a new household head is identified along with new household 
relationships. At the completion of the census of each household a separate 
questionnaire was administered by the same field worker to collect household 
socioeconomic information. Information on education and occupation for each 
individual was, however, recorded in the allocated space on the census printout. A 
census team consisted of two members, of whom one was a DSS permanent Health 
Assistant or Senior Health Assistant, and the other was a temporarily hired HA. 
There were 22 census teams supervised by four DSS supervisors and a field 
manager. After completion of fieldwork in each village, computer printouts showing 
changes identified were sent back to the Dhaka office for computer file updating. 
Subsequently census volumes were printed and sent back to the Matlab office for use 
during routine DSS data collections and to provide information for other projects 
(D'Souza, Karim & Razzaque 1986).
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3.2.4 In-depth survey, 1984
The Family Planning and Health Services Program of the treatment area also 
maintains records of contraceptive use which are known as the Record Keeping 
System. As these records are not available for the comparison area it was 
increasingly felt that detailed information on reproduction and contraception from 
both the treatment and comparison areas would be of great value. The survey 
consisted of random cluster samples of women of reproductive age in 37 villages in 
the treatment area (3,785 women) and 40 villages in the comparison area (2,429 
women). Information was collected on birth histories, contraceptive use and 
reproductive preferences (desire for more children). The survey was conducted by a 
group of female interviewers, adequate measures being taken so that existing RKS 
records could not be used to fill out questionnaires in the treatment area (Koenig et 
al. 1987).
3.2.5 RKS update, 1989
In August-September 1989 the CHWs of the treatment area were instructed to collect 
information about desire for more children from all women of reproductive age. The 
questions were printed in the RKS volume and responses were collected during 
routine household visits.
3.2.6 KAP survey, 1990
The primary objective of the KAP survey was to provide updated information on 
contraceptive use, reproductive preferences (desired family size and desire for more 
children) and Maternal and Child Health service performance for both the treatment 
and comparison areas. Multi-stage sampling procedures were employed; 31 villages
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were randomly selected from the treatment area and 36 villages from the comparison 
area. Upon the construction of the sampling frame, every alternate woman aged 15- 
49 was selected for inclusion in the sample. The total numbers of respondents 
interviewed were 4,238 in the treatment area and 3,708 in the comparison area. 
Fieldwork was begun in January 1990 and continued for six months. The interviews 
were conducted by 12 female interviewers, all of whom had previous experience 
with field interviewing for family planning surveys (Koenig et al. 1992).
3.2.7 Qualitative survey, 1991
At the beginning of July 1991 a qualitative interview program, lasting five weeks, 
was conducted under the author's direction in the Matlab study area. The main 
purpose of the program was to obtain information not available through conventional 
surveys. Information collected included reproductive preferences, reasons for 
wanting particular numbers of children, whether children were considered to provide 
old age security, and why parents and grandparents had had many children.
Four villages were chosen purposively: two in the treatment area and two in the 
comparison area. Forty women were interviewed, 20 in the younger age group 
(under 30 with one or two living children) and 20 in the older age group, 10 each 
from the treatment and comparison areas in each instance. The older group consisted 
of women who had expressed a desire to cease childbearing in 1984, but had 
delivered babies during 1984-91. The younger women were selected purposively 
from the same households as the older women if available, otherwise from the same 
or a neighbouring bari. The reason for selecting young women either from the same 
household or from the same bari was to get respondents with the same sociocultural 
backgrounds as the older women. The interviews were conducted by a lady who had 
been working at the ICDDR as an interviewer for the last two years, was known to 
the community and had some experience in conducting in-depth interviews. Each
51
discussion lasted for about two hours in the daytime. To develop a friendly 
atmosphere the interviewer was instructed to spend some time with the respondent 
before starting the discussion. On some occasions more than one visit was arranged, 
and respondents were encouraged to get on with important household work during 
the interview if necessary. The author accompanied the interviewer during the first 
three weeks of the fieldwork. He did not participate in the discussions, but sat close 
enough to overhear them. This was possible because the houses are usually made of 
bamboo, jute sticks or tin. To guide discussion the interviewer used a schedule 
(Questionnaire A3.1) and recorded answers on it. However, a tape recorder was not 
used because it could attract other household members, particularly children, to 
come close to the interview spot.
Secondly, 12 women (six each from the treatment and comparison areas) who had 
been visiting the ICDDR hospital with their children were interviewed using section 
'a' of the same schedule and discussions were recorded on tape.
Thirdly, to examine whether reproductive preferences in the Matlab study area are 
similar to those in other areas of Bangladesh, seven women from the area adjoining 
the Matlab study area were interviewed using section 'a' of the same schedule. These 
women had been visiting the Upazila Health Complex with their children and the 
discussions were recorded on tape.
3.3 Reproductive preference variables
In Chapter 1 (section 1.4) it was mentioned that reproductive preference data can be 
collected by asking questions in different ways, and that varying the wording can 
produce different estimates. Before analysing the preference data it is therefore 
important to review the wording of the questions used in Matlab study area (Table 
3.1).
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Desired family size data were collected in 1975 and 1990, but using questions with 
different wording. These two family size questions may have produced different 
results because rationalization of existing children was less likely with the wording 
used in the earlier survey. The question on 'whether more children were wanted' was 
asked in 1984, 1989 and 1990, using the same words. Timing of the next birth was 
asked in 1984 and 1990, and again these questions were identical. The ideal family 
size question (generalized) was asked in the 1991 QS to minimize the rationalization 
effect.
Table 3.1
Sample sizes and reproductive preference questions used in Matlab area, 1975-91
Year Data source Sample size Questions asked
1975 CDP Treat 269 
Comp 238
If you were just getting married, 
how many children would you 
most like to have when you are 
through having children?
1984 IDS Treat 2374 
Comp 1437
Do you want more children in 
future? How many more do you 
want to have? How long do you 
wish to delay your next child?
1989 RKS Treat 1740 
Comp NA
Do you want more children in 
future? How many more do you 
want to have?
1990 KAP Treat 3648 
Comp 2814
Do you want more children in 
future? How many more do you 
want to have? How long do you 
wish to delay your next child? If 
you could begin childbearing again 
how many children would you like 
to have?
1991 QS Treat 26
Comp 26
Area adjoining Matlab 7
How many children do you 
consider ideal for a newly married 
couple?
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3.4 Creation of data files
To examine objectives (a), levels of reproductive preferences (desired family size, 
ideal family size and desire for more children), and (b), the demographic and 
sociocultural correlates of reproductive preferences (desired family size and desire 
for more children), the data sources were KAP, SES and QS. Information was 
extracted from the KAP survey on reproductive preference, age of woman, number 
of living children, number of living sons, education of woman, education of 
husband, contraceptive use (current and ever) and current method of contraception. 
Information on religion and possession of items was copied from SES to KAP to 
create KAPS ES.
To pursue objective (c), the intensity of desire for more children and contraceptive 
use, the data sources were KAP, IDS, QS and SES; KAP and IDS were matched 
with SES. Information on desire for more children, contraceptive use (current and 
ever) and current method of contraception, age of woman, number of living children, 
number of living sons, education of woman, possession of items and religion was 
used.
For objectives (d), reproductive preference and induced abortion, (e), the predictive 
validity of stated preferences for more or no more children, and demographic and 
sociocultural correlates of inconsistency between stated preferences and subsequent 
fertility, and (f), the predictive validity of stated preferred waiting times to next 
birth, and demographic and sociocultural correlates of inconsistency between stated 
preferred time and actual times, the data sources were IDS, DSS and SES. The IDS 
provided preferences (including preferred timing of next birth) as of 1984 and the 
DSS provided subsequent fertility behaviour (1984-89). From the IDS, currently 
married women aged 15-44 were selected, for whom information was extracted on
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desire for more children, age of woman, duration of marriage, number of living 
children, number of living sons, education of woman, contraceptive use (current and 
ever), current method of contraception, and husband's desire for children. These data 
were then matched with death, out-migration and divorce records to obtain measures 
of the respondents' subsequent status (1984-89): survival status, whether 
continuously resident in the study area and marital status. To fully assess marital 
status, women were also matched with death records to ascertain the survival status 
of their husbands. They were further matched with birth records to ascertain whether 
they had experienced live births, stillbirths or miscarriages (induced or spontaneous) 
and with SES to obtain the possession of items and religion (IDSSES).
To pursue objectives (g), change in reproductive preferences (desired family size and 
desire for more children) and (h), the effects of intervening fertility on change in 
reproductive preferences (desire for more children), the data sources were CDP, 
IDSSES, KAPSES, and RKS. First, IDSSES data were matched with RKS data for 
the treatment area to copy desire for more children in 1989 to IDSSES 
(IDSSESRKS). Data used from IDSSESRKS were desire for more children, 
contraceptive use (current and ever), current method of contraception, age of 
woman, number of living children, number of living sons, education of woman, 
possession of items and religion. From CDP and KAPSES, data used were age of 
woman, number of living children, number of living sons and desired family size.
3.5 Data quality and limitations
Matlab area was chosen by the ICDDR,B as a field site for population policy 
research because it is among the few localities in the Third World where 
demographic data are known to be accurately collected and complete (D’Souza 
1981). Despite the advantages of Matlab as a research site, certain limitations are 
inherent in a rural population-based study. The treatment and comparison areas are
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contiguous. Diffusion of project-related services occurs across project boundaries 
through intervillage migration, mainly through marriage. In this connection Phillips 
et al. (1988) argued that contaminating factors tend to understate the treatment 
effect, rather than lead to spurious project results.
Data gathered through the DSS system are cleaned routinely both for logical and 
between-records errors. DSS data cleaning is so thorough (see section 3.2.1) that 
those who have used these data have found few errors. For the present study few 
unmatched cases were identified (less than 2 per cent).
3.5.1 Reporting of births
Previous experience from developing countries has shown that birth history data 
contain two kinds of error: errors of omission and errors in reporting dates of 
occurrence. According to Chidambaram, Cleland and Verma (1980), displacement of 
date of birth was more prevalent than omission of births in WFS data. Older women 
tended to displace the dates of their early births towards the survey date. The present 
data set is free from this type of error because it has been collected through a vital 
registration system. As recording of events relies on fortnightly household visits, the 
method of data collection does not allow errors of displacement to occur. Moreover, 
other studies also make field visits, and errors detected by them are considered 
discreditable to DSS workers. Evaluation reports are prepared by the DSS manager 
at the end of each year after considering omissions and misreporting of events 
detected by DSS supervisory staff and by other studies; omission and misreporting 
are claimed to be negligible.
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3.5.2 Reporting of contraceptive use
Underreporting of contraceptive use is not uncommon in Bangladesh (Green 1969; 
Stoeckel & Choudhury 1973). Using data from a panel study in Dhaka, Green (1969) 
estimated underreporting of contraceptive use at 13 to 22 per cent for males, and 26 
to 35 per cent for females. On the basis of tape-recorded transcripts of Bangladesh 
Fertility Survey data, Thompson, Ali and Casterline (1982) indicated that the 
contraceptive knowledge and use section of the interview was distinguished by a lack 
of discussion. There was evidence that items in this section caused considerable 
discomfort for both the interviewer and the respondent, which might have caused 
underreporting of contraceptive use. There has been no assessment made of the 
extent of underreporting of contraceptive use in the present study. However, 
contraceptive prevalence rates calculated for the treatment area in 1984 using the 
service records and the IDS survey data were found to be close (44 compared to 39 
per cent); this difference may be due to sampling error. It is not known to what 
extent underreporting exists in the comparison area, but it is believed that as ICDDR 
workers visit these households often, respondents would be less embarrassed than 
Bangladeshis in other parts of the country when reporting contraceptive use.
3.5.3 Reporting of reproductive preferences
As the ICDDR has been operating the FPHSP in the treatment area, critics might 
have thought about contamination of reproductive preference data in this area. 
Because of this presence, when ICDDR field workers inquired about reproductive 
preferences, respondents may have been tempted to give responses they thought 
would satisfy the interviewers. However, this is not the case. Reproductive 
preference data (desired family size and ideal family size) collected in different
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surveys were found to be similar in the two areas, indicating that respondents in the 
treatment area did not tailor their preferences to satisfy interviewers.
The present study used three concepts to measure reproductive preferences, desired 
family size, ideal family size and desire for more children. According to Lightboume 
(1984), the quality of data on reproductive preferences can be ascertained to some 
extent through non-response levels, test-retest reliability studies and inter-item 
consistency analysis. However, the Matlab data do not allow test-retest reliability 
studies.
Over the period between 1975 and 1990, the non-response rate for desired family 
size declined dramatically, probably mainly because people became more aware that 
family size could be controlled. In the 1975 CDP data the non-response rate for 
desired family size was 17.1 per cent in the treatment area and 27.2 per cent in the 
comparison area, while comparable non-response rates for the 1990 KAP were 1.7 
and 3.4 per cent. In the 1984 IDS data the non-response rate for desire for more 
children was 3.2 per cent in the treatment area and 4.0 per cent in the comparison 
area, while comparable non-response rates for the 1990 KAP were 1.2 and 2.3 per 
cent.
An inter-item consistency check was made on the 1990 KAP data; responses to the 
question on desire for more children were compared with a variable indicating 
whether desired family size exceeded, equalled or was less than the actual number of 
living children. Of those who desired more children, 82 per cent in both areas 
reported a desired family size in excess of actual family size; 11-12 per cent reported 
a desired family size equal to actual family size and 5 per cent reported a desired 
family size less than actual family size and were therefore inconsistent (Table 3.2). 
Of those who wanted no more children, 55 per cent in the treatment area and 61 per 
cent in the comparison area reported that actual family size exceeded desired family
58
size, while 41 per cent in the treatment area and 37 per cent in the comparison area 
reported equal desired and actual family sizes; only 3 per cent in the treatment area 
and 2 per cent in the comparison area were inconsistent, reporting desired sizes that 
exceeded actual sizes.
3.6 List of variables
The dependent variables used are desired family size, desire for more children, 
current contraceptive use (1984 and 1990), whether experienced an induced abortion 
(1984-89) and whether gave birth during 1984-89.
Independent demographic and sociocultural variables are age of woman, number of 
living children, whether has a son, wife's desire for more children, husband's desire 
for more children, education of woman, education of husband, possession of selected 
household items (radio, watch, bicycle, quilt and receiving of remittances), religion 
and contraceptive use (current and ever).
Table 3.2
Whether more children wanted by whether actual family size equals desired of currently 
married, non-pregnant women aged 15-49, treatment and comparison areas
Desire
for children 
in 1990
Percent actual 
exceeds desired
Percent actual 
equals desired
Percent desired 
exceeds actual
Total
Treat Comp Treat Comp Treat Comp Treat Comp
Wanted more % 5.5 5.1 11.7 12.5 82.8 82.4 100.0 100.0
N 93 62 199 151 1402 998 1694 1211
Wanted no more % 55.5 60.9 41.2 37.1 3.3 2.0 100.0 100.0
N 1084 972 804 592 63 32 1951 1596
Source: 1990 KAP
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3.7 Methods of analysis
In addition to cross-tabulations, descriptive statistics are used. Moreover, on many 
occasions qualitative information is used to supplement quantitative findings. 
Multivariate techniques are used to disentangle some of the more complex 
relationships among demographic and sociocultural independent variables and 
dependent variables. The techniques used are principally multiple classification 
analysis and logistic regression.
On one occasion the dependent variable is interval-type: desired family size. On 
other occasions the dependent variables are dichotomous: desire for more children, 
whether or not a birth occurred, and whether or not a woman was using 
contraception. For examining desired family size, multiple classification analysis 
was used while for investigating desire for more children, whether or not a birth 
occurred and whether or not a woman was using contraception, logistic regression 
models were constructed. For logistic regression, both full and final models are 
presented to compare coefficients for ascertaining whether these models inherent any 
problem.
Chapter 4
Determinants of reproductive preferences in the treatment and 
comparison areas: desired family size and desire for more children
4.1 Introduction
Preferences for size of family or for the sex of a child reflect the values attributed to 
children within a given cultural setting as well as individual considerations: such 
preferences indicate the demand for children (United Nations 1987). In traditional 
societies family size preferences are found to be greater than actual fertility but in 
developing countries they are lower than actual fertility while in developed countries 
the two are similar (Ware 1974).
Sociocultural differentials in actual fertility are well documented but less is known 
about differentials in reproductive preferences. According to Bongaarts (1978) there 
are four direct determinants of actual fertility; however, the direct determinants of 
reproductive preference are not yet clear. According to classical transition theory 
social and economic development initially reduces the desire for children, which is 
then translated, perhaps after a delay, into fertility decline. Using the percentage 
wanting more children for ten WFS countries, Brackett, Ravenholt and Chao (1978) 
were the first to dispute that uneducated women had unrestricted fertility desires or 
desired a very much higher number of children than educated women. Subsequent 
studies (United Nations 1981; Lightboume 1984) examined both the percentage 
wanting more children and mean desired family size; with a few exceptions again 
they found relatively little variation by socioeconomic status.
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The issue of whether desired family size or actual fertility falls first is yet to be 
resolved. In Costa Rica, fertility preferences appeared to change very little either 
before or during the decade when fertility itself was falling dramatically (Stycos 
1984). In the Republic of Korea (Cho, Arnold & Kwon 1982), Thailand (Knodel et 
al. 1982) and Taiwan (Sun, Lin & Freedman 1978), desired family sizes fell only 
after the fertility transition was under way.
The objectives of this chapter are to examine the levels and determinants of 
reproductive preferences in the treatment and comparison areas in 1990-91. More 
specifically, it examines whether reproductive preferences are similar in the two 
areas, and whether reproductive preferences vary by demographic and sociocultural 
subgroups.
4.2 Methodology
As measurement of reproductive preferences is controversial, both quantitative and 
qualitative data were used to examine motivation for ideal family size. Knodel, 
Chamratrithirong and Debavalya (1987) argue that quantitative and qualitative data 
are useful independently, but can provide a more complete picture when integrated 
into a single analysis.
In order to examine demographic and sociocultural differentials in reproductive 
preferences two widely used indicators, desired family size (interval) and desire for 
more children (binary) were employed. The examination of reproductive preferences 
by sociocultural characteristics is complicated by the fact that preferences are 
influenced by age and parity, and composition according to these variables varies 
with other background characteristics (United Nations 1981). To overcome this 
problem a multivariate analysis was undertaken.
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For both preference measures analysis was carried out for currently married, non­
pregnant women aged 15-49. Pregnant women were excluded because preferences 
for some of these women might depend upon the sex of the unborn baby. According 
to the United Nations (1981) inclusion of pregnant women may introduce an upward 
bias. To minimize rationalization, desired family size was also analysed for women 
under age 25. In this regard Pullum (1983) wrote that one of the best strategies to 
resolve the problem of rationalization is to restrict analysis to those at an early stage 
of family building. Lightboume (1984) argued that low-parity women may 
understate the number of children they ultimately want, but it can equally be argued 
that the family size desires of low-parity women are likely to be pure. For whether 
more children are wanted, analysis was also carried out separately for woman of 
parity three. These women are of particular interest since about 65 per cent of all 
women wanted to stop childbearing at this parity.
For the multivariate analysis, Multiple Classification Analysis (MCA) was used to 
analyse the interval-level desired family size dependent variable and logistic 
regression to analyse the binary desire for more children dependent variable. For 
women aged 15-49, age of woman and number of living children; for women aged 
under 25, number of living children; and for family size three, age of woman were 
used as covariates in examining sociocultural differentials. Presentation of the MCA 
results does not follow conventional output but rather the approach of Lightboume 
(1984).
4.3 Reproductive preferences: pitfalls in measurement
This section describes factors that might distort survey data on desired family size 
and desire for more children.
3
63
4.3.1 Desired family size
In most surveys the average number of children desired increases quite noticeably 
with each increase in actual family size. The literature provides several possible 
reasons for the association observed between the number of living children and mean 
desired family size (Knodel & Prachuabmoh 1973; Lightboume & MacDonald 1982; 
Pullum 1983; United Nations 1987).
First, it is logical that women who have smaller desired family sizes would try to 
restrict their fertility once they achieve their desired sizes while women who want 
larger families would continue childbearing. Second, it may also often be true that 
women go on childbearing after they really wanted no more children, but then tend 
to report their current family size as their desired family size in order to avoid 
implying that any of their children are unwanted. Such upward revisions in response 
to increases in actual numbers of children are called rationalization effects. While 
upward revisions of desired family size may often be prompted by rationalization, 
they may also be due to conversion to the husband's or relatives' higher family size 
preferences. A third factor that may influence the correlation between number of 
living children and desired family size is underestimation, or a tendency for women 
with relatively few children to understate the number of children they will ultimately 
want. A fourth factor that may increase the correlation between number of living 
children and desired family size is the effect of modernization. In countries which 
are undergoing substantial development, younger women who by virtue of their age 
alone have fewer children often have lower average desired family sizes than older 
women, not because of rationalization but because desired family size is declining.
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4.3.2 Desire for more children
Although the proportion of women who do not want more children provides a useful 
indicator of how widespread the desire to stop childbearing is, comparison of 
proportions for two or more populations could be misleading. Two populations with 
identical desired family size distributions could have very different proportions of 
women not wanting more children if they had different tempos of childbearing, 
which depend upon such factors as breastfeeding patterns, contraceptive use and 
levels of postpartum abstinence (Lightboume & MacDonald 1982). This is because 
the population with a slower tempo of childbearing will take longer to achieve its 
desired family size and so will generally produce a lower proportion wanting to stop 
childbearing when observed in a cross-sectional survey.
Even at the parity-specific level, populations with identical desired family size 
distributions may have very different proportions wanting no more children. This 
may happen if populations differ in the extent of contraceptive use for stopping or 
spacing purposes (United Nations 1987).
4.4 Reproductive preferences: levels
Table 4.1 shows reproductive preference levels for the treatment and comparison 
areas in 1990. Mean desired family sizes were found to be similar while the 
percentage desiring more children was slightly higher in the treatment area than in 
the comparison area. The difference in desire for more children may be due to 
difference in level of contraceptive use (Lightboume & MacDonald 1982; United 
Nations 1987). When the percentage desiring more children in the comparison area 
was standardized, the percentages were found to be similar in the two areas (46.2 
compared to 47.9). The mean desired family size recorded for other rural areas of 
Bangladesh in 1985 by Hoque (1988) was found to be similar to that recorded in the
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Matlab study area in 1990 (3.06 compared to 3.12). But the percentage desiring more 
children recorded in a national-level survey in 1989 (Mitra et al. 1990) was found to 
be lower (40 compared to about 45) than that recorded in the Matlab study area in 
1990; the differences in level may be due to differences in distribution of 
respondents by number of living children or due to contraceptive use, so these are 
not comparable without standardization.
Table 4.1
Reproductive preferences of currently married, non-pregnant women aged 15-49,
treatment and comparison areas
Desired family size Desire for more children
Area
Mean Non-
numerical
(%)
N Percentage Non-
numerical
(%)
N
Treatment 3 .12 1.7 3648 4 6 .2 1.1 3 6 6 9
Comparison 3 .24 3 .4 2 8 1 4 4 2 .7 (4 7 .9 )a 2.3 2 8 4 6
Source: KAP 1990
Note: a Standardized for number o f living children in the treatment area.
Reproductive preferences in the two areas were further examined through qualitative 
interviews using the ideal family size question: 'How many children do you consider 
ideal for a newly married couple?' Examples of responses of the 20 women 
interviewed in each area are as follows:
'A couple should have two boys and one girl' (35 years old, mother of four boys and 
a girl, treatment area)
'A couple should have one boy and one girl' (18 years old, mother of a boy, 
treatment area)
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'A couple should have two boys and one girl' (39 years old, mother of five boys and 
three girls, comparison area)
'A couple should have one boy and one girl' (36 years old, mother of six boys and a 
girl, comparison area).
To examine whether reproductive preferences in the treatment and comparison areas 
are similar to those in other areas of Bangladesh, the ideal family size question was 
also asked through qualitative interviews with a small group of women residing in 
the area adjoining the Matlab study area. Examples of responses of the seven women 
who were interviewed while visiting the Upazila Health Complex are as follows:
'A couple should have two boys and one girl' (30 years old, mother of two boys and 
one girl, adjoining Matlab study area)
'One should be happy with two, either boys or girls’ (25 years old, mother of two 
boys and one girl, adjoining Matlab study area).
The above results suggest that motivation for ideal family size is similar in the 
treatment and comparison areas. On the basis of focus group discussions Nag and 
Duza (1988) also drew similar conclusions. The results also suggest that motivation 
for ideal family size in the Matlab study area is similar to that in the area adjoining 
it.
4.5 Motivation for reproductive preferences
Studies conducted in Bangladesh up until the early 1980s found that familial, social, 
economic and religious conditions were favourable to many rather than few children 
(Arthur & McNicoll 1978; Cain 1977, 1981, 1983). From a village study Khuda
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(1977) concluded that a large family, with both boys and girls, was an asset to the 
household and Cain (1977) noted that children, especially sons, provided parents 
with significant net economic returns through their labour. In a comparison with 
India, Cain (1981) argued that in a rural economy, when senility, illness or 
environmental disaster struck, children, especially sons, were needed for long-term 
family security. However, Robinson (1983) argues that it is not the high benefit but 
the very low cost which induces high fertility. According to Robinson, at a very low 
cost, even a modest benefit would make the value of children positive. In the 
remainder of this section qualitative data are presented to examine the motivation for 
ideal family size when fertility decline is under way: fertility decline has, however, 
been much steeper in the treatment area than in the comparison area.
As reproductive preferences have been found to be similar in the treatment and 
comparison areas, the data presented below are not shown by area. Both younger and 
older women interviewed in the qualitative survey were poor, the younger possessing 
on average 1.9 items and the older, 1.1. They had almost no education (mean 
schooling 1.8 years compared to 0.6 years), and their mean ages and mean numbers 
of living children were 25 and 1.2 respectively for younger women, and 39 and 6.1 
for older women.
Both younger and older women were asked the ideal family size question. As 
younger women had 0-2 children, it was assumed that their own desired family sizes 
would be reflected, while older women were expected to report their perceptions of 
the family size preferences of the generation just commencing family formation. The 
mean ideal family size was 3.2 for younger women compared to 3.0 for older 
women.
In the qualitative interviews younger women were asked about the advantages and 
disadvantages of having the small family sizes which they reported as ideal. Older
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women were asked the same question, but with reference to the number they 
considered ideal for a younger couple. Almost every woman from both the younger 
and the older groups reported that it was the increase in the direct economic cost of 
children that had influenced ideal family size to decline.
'One will face difficulties in providing food, education and land for cultivation, so a 
small family is better' (45 years old, mother of six boys and four girls)
'It is difficult to provide food, clothing and education. Many children creates many 
problems. Husband’s income is low so few children is better' (34 years old, mother of 
two boys and one girl).
Younger women were asked about their feelings regarding an unwanted birth, if they 
had more children than desired. Examples of responses of the 20 women interviewed 
in the two areas are as follows:
'It will create lots of problems, will not be able to give treatment if sick' (26 years 
old, mother of two boys)
'It will create lots of problems, mother's health will be affected' (24 years old, no 
children).
Older women were asked whether they were happy with the additional children bom 
to them after 1984, having said they did not want more children. The majority of 
women said that they were not unhappy with the additional children.
'A mother cannot be unhappy when she sees the face of her child' (45 years old, 
mother of seven boys and two girls)
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'I did not want it but God gave it. What can I do?' (41 years old, mother of six boys 
and two girls).
Women were asked why their fertility preferences were low compared to the number 
of children their parents and grandparents had. Almost all women reported that 
family planning was not available in the past, and some also said that there were 
more resources per capita in the past.
'They had plenty of property and also family planning methods were unavailable' (36 
years old, mother of six boys and one girl)
'Family planning methods were not available' (26 years old, mother of two boys and 
two girls).
To seek insight into the contemporary link between fertility and old-age security, 
women were asked whether they considered a large family to provide security for 
old age. Out of 40 women none supported the contention that a large family, of a 
size similar to those of their parents and grandparents, provided security for old age. 
Moreover, their statements favoured quality rather than quantity of children.
'I do not think many children is strength for the family. If you have many children 
you can't properly educate them. So few children is better' (30 years old, mother of 
one boy)
'I think many children creates many problems. In these days boys do not look after 
parents. So many children is bad' (45 years old, mother of seven boys and two girls).
It is often argued that in societies such as Bangladesh, other family members (in­
laws) have a large role in fertility decision-making for couples. On three occasions
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mothers-in-law were interviewed, and their reactions toward small family size w r^e 
positive.
'My daughter-in-law is very young (recently delivered a baby boy) and does lot 
know about family planning, but we will tell her in future what she needs to dc to 
keep a small family size because times have changed' (a mother-in-law).
The foregoing responses indicate that motivation for small family size is widespread; 
however, this motivation was absent even a decade ago. Motivation was found tc be 
similar for both younger and older women and similar in the two areas; the iceal 
family size of the Matlab study area is similar to that in the area adjoining it. Low 
family size preferences were mainly due to a changed perception of the 
intergenerational relationship between parents and children; the costs of having mmy 
children are beginning to outweigh the benefits. Many children are not considered 
these days to be a strength for the family or security for old age; rather the quality of 
children is reported to be important. The role of the mother-in-law, which vas 
dominant in the past, is also changing.
4.6 Reproductive preferences: demographic correlates
4.6.1 Desired family size
In both the areas the mean desired family size increases with the age of the wonan; 
the difference in the number of children desired between women aged under 20 ytars 
and 40 years and above was about half a child (Table 4.2). When mean desred 
family size was adjusted for number of living children the relationship was reversed: 
desired family size was higher for younger age groups and lower for older ige 
groups. The differences between women aged under 20 and those 40 years and abwe 
were 0.3 of a child in the treatment area and 0.4 of a child in the comparison area A
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similar finding has been documented for Jamaica after adjusting for number of livng 
children and number of living children squared (Lightboume 1984). Desired famly 
size may be higher for young than for older age groups because the older age grotps 
are more aware of the cost of a large family than are the young ones, whcse 
members have not yet experienced the burden of excess childbearing. The finding of 
minimal difference in desired family size between younger and older worren 
suggests that when desired family size changes it changes in all generations equally. 
Had change been a cohort phenomenon, a positive gradient with age of wonan 
might have been expected.
Table 4.2
Mean desired family sizes of currently married, non-pregnant women aged 15-49 )y 
age of woman, treatment and comparison areas
Age
of
woman
Treatment Comparison
Unad­
justed
Ad-
justeda N
Unad­
justed
Ad­
justed3 N
<20 2.90 3.33 187 3.00 3.53 H5
20-24 2.92 3.22 720 3.02 3.35 5)2
25-29 2.97 3.08 879 3.11 3.24 673
30-34 3.15 3.08 667 3.33 3.22 4>8
35-39 3.28 3.08 514 3.38 3.13 378
40+ 3.44 3.08 681 3.52 3.12 518
Source: KAP 1990
Note: a Adjusted for number of living children
In both the areas mean desired family size, with minor exceptions, increases vith 
number of living children; the difference in mean desired family size between those 
who had no child and those who had seven or more children was 0.8 of a child in he 
treatment area and 0.9 of a child in the comparison area (Table 4.3). When mean 
desired family size is adjusted for age of woman an essentially positive relationsiip 
remains, but the difference between women with no child and those with seven or 
more children becomes wider, 1.0 child in the treatment area and 1.1 in he 
comparison area. This result replicates findings for Guyana, Jamaica and Trinicad 
after adjusting for age and age squared (Lightboume 1984). The results indicate tiat
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parity affects women's repons on the number of children desired; implementation of 
preferences, rationalization of achieved family size and underestimation of eventual 
desired family size are operating here to produce these relationships.
Table 4.3
Mean desired family sizes of currently married, non-pregnant women aged 15-49 by 
number of living children, treatment and comparison areas
No. of
living
children
Treatment Comparison
Unad­
justed
Ad-
justeda
N Unad­
justed
Ad­
justed3
N
0 2.80 2.71 232 2.89 2.78 203
1 2.78 2.70 604 2.80 2.72 401
2 2.87 2.83 693 2.97 2.92 439
3 3.12 3.12 661 3.16 3.14 469
4 3.40 3.44 570 3.49 3.52 420
5 3.37 3.44 441 3.44 3.50 355
6 3.48 3.57 255 3.57 3.65 260
7+ 3.60 3.71 192 3.77 3.88 267
Source: KAP 1990
Note: a Adjusted for age of woman
Table 4.4 shows desired family size distributions at each parity for the treatment and 
comparison areas. The results indicate that large numbers of women in both areas did 
not rationalize all of their children. In both areas, of those at parity four, over 40 per 
cent reported desired family sizes which were less than four, while of women at 
parity six, over 90 per cent reported desired family sizes which were less than six. At 
all parities, over 90 per cent of women in both areas reported desired family sizes of 
2-4 children. Differentials in mean desired family size by parity largely reflect 
differential preferences within this range.
Table 4.5 shows the percentage of women desiring j  or more children at each parity 
for the treatment and comparison areas. The data demonstrate that the percentage 
desiring three or more children and four or more children usually rises with each 
increase in actual family size. This pattern of response may be due to deliberate
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fertility control causing women who wanted very small families to be clustered at 
lower parities. It may also be due to upward revision of desired family size once 
several children are bom and due to underestimation of desired family size by low- 
parity women.
Table 4.4
Desired family size distributions (%) of currently married, non-pregnant women 
aged 15-49 by number of living children, treatment and comparison areas
No. of Desired family size
living ------------------------------------------------
children 1 2 3 4 5 6 7+ Total
Treatment
0 0.4 34.9 48.7 15.9 0.0 0.0 0.0 100.0
1 0.5 37.1 47.7 13.6 1.2 0.0 0.0 100.0
2 0.0 31.3 50.5 17.9 0.3 0.0 0.0 100.0
3 0.0 10.7 67.5 20.9 0.8 0.0 0.0 100.0
4 0.0 15.8 30.2 52.1 1.6 0.4 0.0 100.0
5 0.0 12.5 45.4 35.4 6.3 0.5 0.0 100.0
6 0.0 11.8 38.4 43.5 2.4 3.9 0.0 100.0
7+ 0.0 9.4 33.9 51.0 2.6 1.6 1.6 100.0
All 0.1 21.5 47.5 28.6 1.7 0.5 0.1 100.0
Comparison
0 0.5 35.5 39.4 23.6 1.0 0.0 0.0 100.0
1 0.5 31.7 54.9 13.0 0.0 0.0 0.0 100.0
2 0.2 28.7 46.2 23.5 1.1 0.2 0.0 100.0
3 0.0 8.3 68.9 21.5 1.1 0.2 0.0 100.0
4 0.0 11.2 30.7 56.0 1.7 0.5 0.0 100.0
5 0.0 13.2 40.3 36.6 9.3 0.3 0.3 100.0
6 0.0 11.9 31.9 48.5 2.3 5.4 0.0 100.0
7+ 0.0 6.7 33.3 49.4 3.7 2.2 4.5 100.0
All 0.1 18.0 45.1 32.9 2.4 0.9 0.5 100.0
Source: KAP 1990
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Table 4.5
Percentages of currently married, non-pregnant women aged 15-49 desiring J  or 
more children by number of living children, treatment and comparison areas
No. of Percentages desiring
living -------------------------------------------------------------
children 1 or 
more
2 or 
more
3 or 
more
4 or 
more
5 or 
more
6 or 
more
7 or 
more
Treatment
0 100.0 99.6 64.6 15.9 0.0 0.0 0.0
1 100.0 99.5 62.4 14.7 1.0 0.0 0.0
2 100.0 100.0 68.7 18.2 0.3 0.0 0.0
3 100.0 100.0 89.2 21.8 0.9 0.1 0.1
4 100.0 100.0 84.2 54.0 1.9 0.3 0.0
5 100.0 100.0 87.5 42.2 6.8 0.4 0.0
6 100.0 100.0 88.2 49.8 6.3 3.9 0.0
7+ 100.0 100.0 90.6 56.8 5.7 3.1 1.6
All 100.0 99.9 78.3 30.8 2.2 0.5 0.0
Comparison
0 100.0 99.5 64.0 24.6 1.0 0.0 0.0
1 100.0 99.5 67.8 12.9 0.0 0.0 0.0
2 100.0 99.8 71.5 24.8 1.4 0.2 0.0
3 100.0 100.0 91.7 22.8 1.3 0.2 0.0
4 100.0 100.0 88.8 58.1 2.1 0.4 0.0
5 100.0 100.0 86.7 46.5 9.8 0.5 0.2
6 100.0 100.0 88.1 56.1 7.7 5.4 0.0
7+ 100.0 100.0 93.2 59.8 10.5 6.7 4.5
All 100.0 99.9 81.8 36.7 3.7 1.3 0.4
Source: KAP 1990
It can be concluded here that the correlation between number of living children and 
desired family size is probably not due to modernization but due to a combination of 
implementation of preference, underestimation of eventual desired family size and 
rationalization of achieved family size. However, the relative contributions of these 
factors in producing the correlation are not known.
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4.6.2 Desire for more children
In both the areas the percentages and adjusted (for number of living children) 
percentages wanting more children decrease with increase in age of woman (Table
4.6) . The differences in the percentages wanting more children between age groups 
25-29 and 35-39 were about 45 percentage points before and about 25 percentage 
points after adjustment. A similar finding has been documented for Jamaica, Guyana, 
Trinidad and Tobago (Lightboume 1984). Several reasons can be offered to explain 
the higher percentages of older women not wanting more children after number of 
living children is adjusted. The first is the selection effect; by age 35 most women 
who have, for example, only two children may have wanted only two while 
proportionately more younger women with only two may have wanted more but not 
yet have had time to achieve their desired family size. Secondly, older women may 
want to avoid births once they have children old enough to marry and bear children 
themselves; this has often been called the 'grandmatemal' effect (Tan 1983). Lastly, 
women who have fewer children by a given age may be more aware of childbearing 
costs as they become older and so wish to cease childbearing.
In both the areas the percentages and adjusted (for age of woman) percentages 
wanting more children decrease with increases in number of living children (Table
4.7) . The differences in the percentage wanting more children between number of 
living children 2 and 5 were about 70 percentage points before and 50 percentage 
points after adjustment. The fall in percentages wanting more children with increases 
in number of living children is because once desired family size is attained, the 
desire for more children ceases.
Desired family size increases with increases in the number of living children, but 
desire for more children decreases. This is because desire for more children is
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conditional upon current family size and current situation while desired family size 
captures a lifetime preference (Lightboume 1984).
Table 4.6
Percentages of currently married, non-pregnant women aged 15-49 who wanted 
more children by age of woman, treatment and comparison areas
Age
of
woman
Treatment Comparison
Unad­
justed
Ad-
justeda N
Unad­
justed
Ad­
justed3 N
<20 99 71 187 100 70 145
20-24 92 72 720 89 70 594
25-29 61 54 880 57 50 671
30-34 32 36 669 21 26 491
35-39 13 26 520 12 25 383
40+ 3 26 693 3 26 562
Source: KAP 1990
Note: 3 Adjusted for number of living children
Table 4.7
Percentages of currently married, non-pregnant women aged 15-49 who wanted 
more children by number of living children, treatment and comparison areas
No. of Treatment Comparison
living ___________________________  __________________
children Unad­
justed
Ad­
justed3 N
Unad­
justed
Ad­
justed3 N
0 99 84 232 100 85 203
1 98 85 604 98 87 400
2 75 68 692 78 70 440
3 35 35 664 40 37 469
4 14 20 572 15 18 423
5 7 18 448 7 16 360
6 1 17 257 4 15 266
7+ 1 20 200 1 17 285
Source: KAP 1990
Note: a Adjusted for age of woman
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4.6.2.1 Preference for sons
Preferences for children of a particular sex are known to exist in many societies. 
Using the Coombs scale Ahmed (1981) and Bairagi and Längsten (1986) established 
that there was a very strong preference for sons in Bangladesh. In the absence of 
explicit data on the topic, inferences about preference for sons (or daughters) can be 
made from information on whether more children are wanted, controlling for current 
family size and sex composition. To examine preference for sons (or daughters), 
only family sizes two, three and four are considered; almost no respondents wanted 
only one child (Table 4.4) while the category five children or more combines several 
parities, making sex composition categories difficult to interpret.
Table 4.8 shows the percentages of women wanting more children according to 
parity and sex of existing children. In both the areas, among those who had three 
living children, the percentage wanting more children was highest for those who had 
no son followed by those who had no daughter, the lowest percentages wanting more 
children were for those who had two sons and one daughter. In fact, women who had 
one son and two daughters were almost as likely to want another child as those who 
had no daughter. With few exceptions the same pattern emerged among women with 
two and with four living children. Of those who had two children the percentage 
wanting more children was highest for those who had no son followed by those who 
had no daughter and lowest for those who had a son and a daughter. Those who had 
four children were most likely to want another child if they had no son, followed by 
those who had no daughter; those who had no daughter and those who had one son 
and three daughters had similar percentages wanting more children. Those who had 
either two sons and two daughters or three sons and one daughter had much lower 
percentages wanting another child than those in other categories.
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These results indicate not only that there is a preference for sons, but that many 
women were not motivated to stop childbearing until they had had at least two sons. 
In the qualitative interviews women often reported wanting two sons and one 
daughter.
Table 4.8
Percentages of currently married, non-pregnant women aged 15-49 who wanted 
more children according to parity and sex of existing children, treatment and
comparison areas
Parity and 
sex of children
Treatment N Comparison N
One child 
No son 99.3 292 98.0 202
One son 96.8 312 97.0 198
P-value 0.02 0.50
Two children 
No son 98.3 115 93.9 114
One son 66.0 359 65.3 213
Two sons 77.1 218 83.2 113
P-value 0.00 0.00
Three children 
No son 78.3 46 82.1 39
One son 55.2 203 58.7 155
Two sons 9.5 315 9.4 212
Three sons 56.0 100 65.1 63
P-value 0.00 0.00
Four children 
No son 83.3 24 75.0 16
One son 31.8 132 37.2 78
Two sons 2.1 235 3.1 163
Three sons 3.3 153 2.3 131
Four sons 32.1 28 40.0 35
P-value 0.00 0.00
Five children or more 
No son 68.4 19 66.7 12
One son 16.2 99 20.8 77
Two sons 2.2 230 2.4 208
Three sons 0.0 261 0.0 258
Four sons 1.0 194 0.5 199
Five sons or more 3.9 102 2.5 157
P-value 0.00 0.00
Sources: KAP 1990
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4.7 Reproductive preferences: sociocultural correlates
Among the various sociocultural factors influencing fertility, religion, language and 
region have been considered the most important in explaining marital fertility 
decline (Anderson 1986). According to Westoff (1959) the religious affiliation of a 
couple connotes a system of values which can affect fertility: directly by imposing 
sanctions on the practice of family planning or indirectly by indoctrinating its 
members with a moral and social philosophy of marriage and family. According to 
the microeconomic theory of fertility, as income rises people tend to develop 
attitudes which give greater importance to the quality of their children's lives than to 
the number of children. Possession of selected household items has been used here as 
a proxy for income: income data are difficult to obtain from rural households. 
Education is one of the most widely used social variables in the study of fertility 
because of its important links with modernization, exposure to the outside world and 
female autonomy. According to Caldwell (1980) the negative relationship between 
education and fertility probably operates through several mechanisms: education 
may help people adapt to modem society and teach them to cope rationally with the 
environment, to become less fatalistic and to plan more in all aspects of their lives. It 
also increases aspirations for self and children which can be achieved through 
limiting family size. The relationship between fertility preference and contraceptive 
use is complex and reciprocal (Pullum 1980). A woman may have proceeded to 
implement her preference by practising contraception, while knowledge of 
contraception may also cause a woman to adjust her preference downward. Hence 
the causal link is difficult to establish.
The remainder of this section examines desired family size and desire for more 
children by education of woman, education of husband, possession of items, religion 
and contraceptive use.
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4.7.1 Desired family size
In the treatment area the mean desired family size of currently married, non-pregnant 
women aged 15-49 was inversely related to education of woman, education of 
husband and possession of items (Table 4.9). Muslims had a higher mean desired 
family size than Hindus; ever-users of contraception had a higher mean desired 
family size than never-users. For women under age 25, the patterns were similar to 
those of women aged 15-49, except that for contraceptive use: never-users had 
higher mean desired family size than ever-users.
In the comparison area the mean desired family size of currently married, non­
pregnant women aged 15-49 was inversely related to education of woman, education 
of husband and possession of items (Table 4.9). Hindus had a higher mean desired 
family size than Muslims; never-users of contraception had a higher mean desired 
family size than ever-users. For women under age 25, the patterns were similar to 
those of women aged 15-49.
In both the areas and for both groups of women (aged 15-49 and under age 25), 
inter-category differences were rather small. Although statistically significant and in 
the expected direction for education of woman, education of husband and possession 
of items, they never exceeded 0.3 child. The differences were usually not significant 
for religion and contraception and did not follow an expected pattem. These 
sociocultural differentials may modify when age of woman and number of living 
children are controlled for: much of the variation is probably due to the variation of 
these variables.
81
Table 4.9
Mean desired family sizes of currently married, non-pregnant women aged 15-49 
and under 25 by sociocultural characteristics, treatment and comparison areas
Treatment Comparison
Aged 15-49 Under age 25 Aged 15-49 Under age 25
Characteristics Mean N Mean N Mean N Mean N
1 2 3 4
Education of woman (yrs)
0 3.19 2200 3.00 488 3.30 1813 3.09 419
1-4 3.12 668 2.95 171 3.25 494 3.04 134
5+ 2.92 780 2.75 248 3.03 507 2.81 184
P-value 0.00 0.00 0.00 0.00
Education of husband (yrs)
0 3.19 1570 3.00 416 3.30 1327 3.09 354
1-5 3.14 977 2.97 219 3.29 744 3.06 161
6+ 3.00 1101 2.75 272 3.09 743 2.85 222
P-value 0.00 0.00 0.00 0.00
Possession of items 
None 3.18 1441 2.97 369 3.28 1300 3.09 334
1-2 3.12 1670 2.94 399 3.23 1154 2.99 323
3+ 2.95 537 2.74 139 3.13 360 2.78 80
P-value 0.00 0.00 0.01 0.00
Religion
Muslim 3.14 3032 2.92 770 3.24 2555 3.01 680
Hindu 3.03 616 2.90 137 3.28 259 3.05 57
P-value 0.00 0.75 0.46 0.66
Contraceptive use 
Ever 3.13 3017 2.90 595 3.21 1282 2.90 217
Never 3.08 631 2.96 312 3.26 1532 3.06 520
P-value 0.14 0.25 0.13 0.00
Grand mean 3.12 2.92 3.24 3.01
Sources: SES 1982 and KAP 1990
4.7.2 Desire for more children
In the treatment area the percentage of currently married, non-pregnant women aged 
15-49 who wanted more children was positively related to education of woman and 
possession of items and exhibited a U-shaped relationship with education of husband 
(Table 4.10). It was similar for Muslims and Hindus but higher for never-users than 
for ever-users of contraception. For family size three, except for contraceptive use,
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the pattern was different from that for women aged 15-49: desire for more children 
was negatively related to education of woman, education of husband and possession 
of items; it was higher for Muslims than for Hindus.
Table 4.10
Percentages desiring more children of currently married, non-pregnant woman aged 
15-49 and with family size 3 by sociocultural characteristics, treatment and
comparison areas
Treatment Comparison
Aged 15-49 Family size 3 Aged 15-49 Family size 3
Characteristics % N % N % N % N
1 2 3 4
Education of woman (yrs)
0 44 2217 39 402 40 1841 40 304
1-4 48 672 35 120 44 496 46 84
5+ 51 780 24 142 54 509 28 81
P-value 0.00 0.01 0.00 0.05
Education of husband (yrs)
0 47 1579 39 278 42 1348 36 213
1-5 44 983 38 183 39 750 41 125
6+ 45 1107 27 203 49 748 41 131
P-value 0.29 0.01 0.00 0.57
Possession of items 
None 45 1449 37 255 42 1315 37 228
1-2 46 1681 34 302 44 1170 43 157
3+ 49 539 32 107 42 361 38 84
P-value 0.30 0.52 0.46 0.43
Religion
Muslim 46 3051 37 523 43 2584 39 419
Hindu 46 618 29 141 39 262 42 50
P-value 0.98 0.08 0.20 0.67
Contraceptive use 
Ever 40 3027 33 587 27 1287 27 237
Never 76 642 53 77 56 1559 51 232
P-value 0.00 0.00 0.00 0.00
Grand mean 46 35 43 39
Sources: SES 1982 and KAP 1990
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In the comparison area the percentage of currently married, non-pregnant women 
aged 15-49 who wanted more children was positively related to education of woman, 
and exhibited a U-shaped relationship with education of husband and an inverted U- 
shaped relationship with possession of items (Table 4.10). The percentage wanting 
more children was higher for Muslims than for Hindus; and higher for never-users 
than for ever-users of contraception. For family size three, the pattern was similar to 
that for women aged 15-49 for possession of items and contraceptive use only. It had 
an inverted U-shaped relationship with education of woman and the percentage 
wanting more children was lower for those with illiterate than literate husbands; 
higher for Hindus than for Muslims.
In both the areas the inter-category difference for currently married, non-pregnant 
women aged 15-49 was significant and in the expected direction only for 
contraceptive use. Differences were significant, but not in the expected direction, for 
education of woman in both areas and for education of husband in the comparison 
area. The unexpected pattern may be because better-educated women are likely to be 
younger and hence likely to want more children. For family size three, the 
differences were significant and in the expected direction for education of woman 
and contraceptive use in both areas and for education of husband in the treatment 
area. These patterns, particularly those for women aged 15-49, may change when age 
of woman and number of living children are controlled for.
4.8 Reproductive preferences: a multivariate analysis
The following analysis examines differentials in desired family size and desire for 
more children by education of woman, education of husband, possession of items, 
religion and contraceptive use. Age of woman and number of living children were
used as covariates.
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4.8.1 Desired family size
In the treatment area when the mean desired family sizes of currently married, non­
pregnant women aged 15-49 were adjusted for number of living children (Table
4.11, column 1), the patterns remained similar to those of the unadjusted means in 
Table 4.9 (column 1) except for contraceptive use: mean desired family size became 
higher for never-users than for ever-users. When the means were adjusted for age of 
woman, number of living children and other sociocultural variables (column 2) the 
same patterns were found as in column 1, but within-category differences for 
education of husband and possession of items became insignificant. For women aged 
under 25, when the means were adjusted for number of living children and other 
sociocultural variables (column 4) the patterns were usually similar to that for 
women aged 15-49 in column 2, but the inter-category differences, except for 
education of husband and contraceptive use, became insignificant.
In the comparison area when the mean desired family sizes of currently married, 
non-pregnant women aged 15-49 were adjusted for number of living children (Table
4.11, column 5), the patterns were similar to those of the unadjusted means in Table 
4.9 (column 3). When the means were adjusted for age of woman, number of living 
children and other sociocultural variables (column 6), the same patterns were found 
as in column 5, but within-category differences, except for contraceptive use, 
became insignificant. For women aged under 25, when the means were adjusted for 
number of living children and other sociocultural variables (column 8) the patterns 
were usually similar to those for women aged 15-49 in column 6.
Except for contraceptive use, the mean desired family size did not usually vary 
significantly by sociocultural categories in either area for either women aged 15-49 
or those aged under 25; means were significantly higher for never-users than for 
ever-users of contraception. In fact, the differences in mean desired family sizes by
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sociocultural categories never exceeded 0.2 child even when they were significant; 
from a practical point of view these differences are negligible. So it can be 
concluded that desired family sizes are homogeneous across sociocultural categories.
Table 4.11
Mean desired family sizes of currently married, non-pregnant women aged 15-49 
and under 25 by sociocultural characteristics, treatment and comparison areas
Treatment Comparison
Aged 15-49 Under age 25 Aged 15-49 Under age 25
Adj. Adj. Adj. Adj. Adj. Adj. Adj. Adj.
Characteristics for for SEC, for for SEC, for for SEC, for for SEC,
NLC NLC, AG W NLC NLC NLC NLC,AGW NLC NLC
1 2 3 4 5 6 7 8
Education of woman (yrs)
0 3.17 3.16 2.97 2.96 3.27 3.25 3.08 3.04
1-4 3.12 3.12 2.94 2.94 3.24 3.24 3.03 3.03
5+ 2.98 3.02 2.76 2.82 3.13 3.20 2.84 2.92
P-value 0.00 0.00 0.00 0.11 0.00 0.60 0.00 0.24
Education of husband (yrs)
0 3.19 3.15 3.00 2.97 3.29 3.27 3.08 3.03
1-5 3.13 3.12 2.97 2.96 3.26 3.25 3.07 3.05
6+ 3.02 3.07 2.76 2.81 3.14 3.18 2.86 2.94
P-value 0.00 0.07 0.00 0.04 0.00 0.15 0.00 0.35
Possession of items 
None 3.17 3.13 2.96 2.90 3.28 3.25 3.09 3.04
1-2 3.12 3.13 2.94 2.97 3.23 3.24 2.99 3.02
3+ 2.99 3.05 2.75 2.85 3.15 3.20 2.77 2.85
P-value 0.00 0.08 0.01 0.20 0.02 0.58 0.00 0.11
Religion
Muslim 3.13 3.13 2.92 2.93 3.24 3.24 3.01 3.01
Hindu 3.06 3.05 2.91 2.86 3.28 3.27 3.03 2.98
P-value 0.03 0.02 0.83 0.33 0.41 0.55 0.82 0.77
Contraceptive use 
Ever 3.09 3.09 2.87 2.88 3.13 3.14 2.85 2.90
Never 3.26 3.25 3.02 3.00 3.33 3.32 3.07 3.06
P-value 0.00 0.00 0.00 0.02 0.00 0.00 0.00 0.00
Sources: SES 1982 and KAP 1990
Note: Adj=Adjusted; SEC=Sociocultural, NLC=No. of living children, AGW=Age of woman
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4.8.2 Desire fo r  more children
The results of the final models are shown in Table 4.12 (for full models see Table 
B4.1). For women in both groups (aged 15-49 and family size 3), education of 
husband, possession of items and religion in the treatment area, and education of 
woman, education of husband, possession of items and religion in the comparison 
area produced no significant change in deviance with the response variable and were 
therefore excluded from the model. Age of woman and number of living children 
were kept in all models for their theoretical importance.
Table 4.12
Results of logistic regression models of proportion desiring more children of currently 
married, non-pregnant women aged 15-49 and family size 3 by selected 
characteristics, treatment and comparison areas
C h a ra c te ris tic s T re a tm e n t C o m p a riso n
A g ed  15-49 F a m ily  s ize  3 A g ed  15^49 F a m ily  s iz e  3
B S E O d d s
ra tio
B S E  O d d s
ra tio
B S E  O d d s 
ra t io
B S E  O d d s 
ra t io
C o n s ta n t 7 .3 7 0 0 .321 3 .8 9 4  0 .6 3 9 6 .9 8 6  0 .3 6 0 2 .9 6 6  0 .6 2 5
A ge o f w o m an  -0 .1 5 3 0 .0 1 2 0 .8 6 -0 .1 4 4  0 .021  0 .8 6 -0 .1 5 3  0 .0 1 2  0 .8 6 -0 .1 3 7  0 .0 2 1  0 .8 7
L iv in g  c h ild re n  -1 .023 0 .0 5 6 0 .3 6 -1 .0 9 7  0 .0 6 0  0 .3 3
E d u c a tio n  o f  w o m a n  (yrs)
0 1 .00 1 .00
1-4 0 .1 3 5 0 .1 4 0 1 .14 -0 .2 8 7  0 .2 2 9  0 .75
5+  -0 .378 0 .1 3 0 0 .68 -0 .6 9 3  0 .2 3 0  0 .5 0
C o n tra c e p tiv e  u se
E v er 1 .00 1 .00 1 .00 1 .00
N e v e r 1 .078 0 .1 6 3 2 .9 4 0 .7 9 6  0 .2 6 2  2 .2 2 1.198  0 .1 2 9  3 .31 1 .1 7 9  0 .2 0 8  3 .25
C o m p a riso n  o f  m o d e ls
(1) F u ll m o d e l+
L o g -lik e lih o o d  (df) 2 3 6 9 .7  (3 6 5 8 ) 7 6 6 .9  (6 5 4 ) 160 6 .2  (2 8 3 5 ) 5 3 7 .8  (4 5 9 )
(2 ) N u ll m o d e l
L o g -lik e lih o o d  (df) 5 0 6 5 .3  (3 6 6 8 ) 8 6 1 .7  (6 6 3 ) 3 8 8 3 .7  (2 8 4 5 ) 6 2 8 .2  (4 6 8 )
(3 ) F in a l m o d e l
L o g -lik e lih o o d  (df) 2 3 7 5 .6  (3 6 6 3 ) 7 8 0 .9  (6 5 9 ) 161 0 .4  (2 8 4 2 ) 5 4 5 .9  (4 6 6 )
2-3 2 6 8 9 .7  (5 ) 8 0 .8  (4 ) 2 2 7 3 .3  (3 ) 8 2 .3  (2 )
3-1 5 .9 ( 1 0 ) 14 .0  (5 ) 4 .2  (7 ) 8-1 (7 )
Sources:
Note:
SES 1982 and KAP 1990 
+See Table B4.1
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After all variables were controlled, better educated women (5+ years) in either group 
(aged 15-49 or family size 3) were less likely than illiterate women to desire more 
children in the treatment area, but no similar differential emerged in the comparison 
area (Table 4.12). Although contraceptive use differentials by education of woman 
do not exist (Chapter 5), the lower desire for more children among educated women 
indicates that they are more confident of being able to limit family size. However, 
contraceptive use was found to significantly distinguish between those who did, and 
did not, desire more children in both areas for both categories of women.
4.9 Discussion
The issue of the meaningfulness of reproductive preference data has not yet been 
resolved. Desired family size data, particularly from developing countries, have been 
criticized for fatalistic responses and forced responses to questions to which the 
respondent really has no answer. But in the 1990 KAP survey the rate of non­
response was found to be very low. Observations from the field during the 
qualitative data collection were also convincing; respondents were able to give 
spontaneous responses to the ideal family size question and provided valid reasons 
for choosing their ideal family sizes.
Desired family size, ideal family size and desire for more children were found to be 
similar in the two areas, indicating that the Family Planning and Health Services 
Program has had no effect on reproductive preferences. Two contrasting perspectives 
have been advanced to explain the demographic role of the Bangladesh family 
planning initiatives. The diffusion, or ideational change, perspective (Cleland and 
Wilson 1987) argues that programs have introduced new ideas, leading to new 
motives, norms and beliefs. By fostering this process of diffusion they have played a 
critical role in introducing demographic change. On the other hand the structural 
perspective emphasizes exogenous determining social and economic factors as the
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shapers of reproductive motives. In this view programs facilitate transitions, but are 
not underlying determinants of reproductive change.
The results presented here support the structural rather than the ideational change 
perspective. For the latter to be the more appropriate perspective one would expect a 
significantly larger reduction in desired family size, ideal family size and desire for 
more children in the treatment area than in the comparison area. It appears that the 
government family planning program (through the media), operating similarly in the 
two areas, along with improvements in transport (upgrading of non-metal roads in 
rural areas) and communications (access to radio and television, usually without 
owning these items) might have influenced reproductive preferences to decline. 
Moreover, ideal family sizes in the treatment and comparison areas were found to be 
similar to those in the area adjoining these two areas.
The desired family sizes were found to be associated with current family size in the 
two areas, but not with current age. When parities are controlled, there is no strong 
evidence that the younger women reported smaller family size desires than older 
women. One possible explanation is that women's preferences have changed little 
over time, the other is that women's preferences do change but they change almost 
equally in all age groups.
At the multivariate level, except for contraceptive use in both areas and education of 
woman in the treatment area, neither mean desired family size nor percentage 
wanting more children varied remarkably by sociocultural categories for any group 
of women (aged 15-49 and either under age 25 or with family size three). A lower 
desire for more children among educated women indicates the important link of 
education with modernization, exposure to the outside world and female autonomy. 
Although never-users consistently reported higher reproductive preferences than 
ever-users of contraception, the causal linkage is difficult to establish. Similar
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preferences across categories of several sociocultural variables suggest that factors 
responsible for small family-size preferences work at the societal level and that 
preferences are influenced by broader sociocultural change.
Studies conducted until the early 1980s documented motivation for many rather than 
few children, but the present study found the opposite. Mean desired family size was 
found to be slightly over three and women prefer usually to have two sons. In the 
qualitative interviews it was reported that an increase in the direct economic cost of 
children, for example food, clothing and education, is mainly responsible for small 
family-size desires. These days women do not believe that many children provide 
strength for the family and security for old age; rather quality of children is believed 
to be important. Moreover, it was reported that the intergenerational relationship 
between parents and children is changing; the costs of having many children are 
beginning to outweigh the benefits. Motivations emphasizing quality rather than 
number of children were absent in the past (Cain 1977; Khuda 1977; Arthur & 
McNicoll 1978). In this connection Nag and Duza (1988) concluded that the new 
small-family norm in the Matlab study area is mainly aspiration-induced rather than 
poverty-induced, although qualitative data from the present study did suggest 
declining availability of land was a factor in the decline in reproductive preferences.
Chapter 5
Reproductive preferences, contraception and abortion in the 
treatment and comparison areas: 1984 and 1990
5.1 Introduction
Following Davis and Blake's (1956) model of fertility determinants, Bongaarts 
(1978, 1982) identified four important intermediate variables: proportion married, 
contraception, induced abortion and postpartum infecundability. These intermediate 
variables operate directly in producing variations in fertility in a society. Of the four 
intermediate variables, increased contraceptive use has been an important proximate 
determinant responsible for fertility transition in much of Asia (Bongaarts 1993; 
Caldwell 1993).
A huge unmet need for contraception was first noticed in developing countries 
during the KAP surveys of the 1960s and 1970s. To meet this need many 
governments adopted family planning programs to reduce population growth. As 
these unmet needs were calculated from data on fertility preferences, it is important 
to determine the extent to which fertility preference affects contraceptive use. 
According to Bongaarts (1992), fertility preference data are of little policy 
significance unless it can be shown that women who say they want to stop 
childbearing manage to implement this preference through greater use of 
contraception.
There are two objectives for the analysis in this chapter. The first is to examine the 
relationship between reproductive preference and contraception. More specifically, 
the chapter examines reproductive preference and method of contraception, and the
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intensity of desire for more children and contraceptive use. It examines the effect of 
demographic and sociocultural factors on contraceptive use: for those who wanted no 
more children and those who wanted another child after an interval of at least one 
year; did the effect of demographic and sociocultural factors change over time? The 
second objective is to examine the relationship between reproductive preference and 
induced abortion, and whether that relationship holds for demographic and 
sociocultural subgroups.
5.2 Data and limitations
As discussed earlier (Chapter 3), the 1984 IDS, the 1990 KAP, the 1982 SES, the 
1991 QS and DSS data for 1984-89 were used in this analysis. In both the IDS and 
KAP surveys currently married women of reproductive age were interviewed, but 
questions asked were not all the same. In the 1984 IDS survey infecund women and 
women in sterilized unions were not asked about their fertility desires (whether they 
wanted more children), while in the 1990 KAP survey women were not asked about 
their fecundability. To reduce the number of infecund women from both surveys, 
those aged 40 and over were excluded from the analysis. When women aged 40 and 
over were excluded from the 1984 data, the proportion of women infecund fell from 
9.0 per cent to 0.8 per cent, so it can be assumed that exclusion of this age group 
from the 1990 data will also have excluded most infecund women. Women in 
sterilized unions in the 1984 data were assumed to want no more children because 
almost all of them (99.6 per cent) were themselves sterilized, presumably after 
deciding they had all the children they wanted, and because they were left with no 
reproductive choice for the subsequent period.
Pregnant women were excluded because they were not potential current users of 
contraception. The sample sizes were reduced from 6,086 to 3,503 in 1984 and from 
7,499 to 5,358 in 1990 after exclusion of women aged 40 and over and those
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pregnant. The proportionately much larger reduction in 1984 reflects the fact that in 
the 1984 IDS survey younger women were underrepresented owing to a sampling 
procedure that excluded some newly married women (Koenig et al. 1987). However, 
distributions of women by age for 1984 and 1990 were found to be similar in each 
area after those aged 40 and over were excluded (Table B5.1).
Women interviewed in the 1984 IDS survey were followed through the DSS records 
to obtain abortion data for 1984-89. Those who were pregnant, had reached 
menopause, were in a sterilized union, were not currently married or were aged 45 
and over in 1984 were excluded. The analysis also excluded women who died, 
whose husbands died and who out-migrated or divorced during the follow-up period. 
Although abortion data are collected by the Demographic Surveillance System, it is 
believed that reporting is better in the treatment area than in the comparison area 
because respondents in the treatment area receive family planning methods from the 
same field workers as collect registration data. Only induced abortion data were 
analysed because spontaneous abortion is a biological rather than a behavioural 
response.
One of the major limitations of the study is that data on contraceptive use are cross- 
sectional and do not indicate continuity of use. Underreporting of abortion is 
possible, particularly of induced abortion; and some induced abortions may also be 
reported as spontaneous. Chen et al. (1974) reported that induced abortion was 
underreported in data collected by the DSS, and that situation may still have 
prevailed during 1984-89.
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5.3 Contraceptive use and reproductive preference: levels, methods and reasons 
for non-use
In 1984 contraceptive use was 2.3 times as high in the treatment area as in the 
comparison area, while in 1990 it was twice as high (Table 5.1). Contraceptive use is 
expected to be higher in the treatment area because of the Family Planning and 
Health Services Program operating there. In the treatment area contraceptives are 
delivered at the door, and by enhancing the quality of care in the treatment of side 
effects, the program has been able to meet a good deal of latent demand. In the 
comparison area there is a lack of regular supplies, and much lower levels of 
domiciliary services and treatment of side effects. Moreover, fewer methods are 
available at the door. Given these circumstances the increase in contraceptive use in 
the comparison area between 1984 and 1990 indicates that the government family 
planning program also gained in popularity. However, contraceptive use in the 
comparison area is somewhat lower than the reported national level of 31.4 per cent 
(Mitra et al. 1990). A contributing factor could be that the area lies in the Chittagong 
Division, the most conservative area of Bangladesh, where contraceptive use levels 
have consistently lagged behind those in other parts of the country (Koenig et al. 
1992).
Table 5.1
Percentages of currently married, non-pregnant women aged under 40 using 
contraception: those who wanted more children and those who wanted no more, 
treatment and comparison areas 1984 and 1990
Year
Treatment Comparison
Wanted
more
1
Wanted All 
no more 
2 3 1:2
Wanted
more
4
Wanted 
no more 
5
All
6 4:5
1984 % 29.5 57.4 42.2 1.94 6.0 29.9 18.2 4.98
N 1201 1000 2201 637 665 1302
1990 % 45.6 77.8 59.5 1.70 16.5 45.5 29.9 2.75
N 1715 1299 3014 1259 1085 2344
Sources: IDS 1984 and KAP 1990
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Between 1984 and 1990 contraceptive use increased 41 per cent in the treatment area 
and 64 per cent in the comparison area (Table 5.1); higher increase in use is due to 
its low level in 1984. The increase in contraceptive use in both areas was 
proportionately greater among those who wanted more children than among those 
who wanted no more. Birth intervals for Bangladeshi women are long because of 
prolonged breastfeeding and postpartum amenorrhoea (Huffman et al. 1978; 
Caldwell & Caldwell 1992); in such circumstances a high rate of increase in 
contraceptive use among those who wanted more children indicates that women are 
becoming aware of the positive benefits of even longer birth intervals. In the 
qualitative survey ten women from the younger age group in each area were 
interviewed and all of them reported that they want long spaces between births, 
because it is good for both mother and child. A similar conclusion was also drawn by 
Nag and Duza (1988), that spacing births too closely is undesirable. Four responses 
to the question 'What is the reason for desiring long birth space?' are given below:
'Newborn will be small and mother will face difficulties in daily household work’ (28 
years old, mother of three daughters, treatment area)
'Mother will face difficulties in household work' (19 years old, mother of one son, 
treatment area)
'If close interval then both mother and baby suffer' (22 years old, mother of two sons, 
comparison area)
'If close interval then mother gets sick' (25 years old, mother of a daughter, 
comparison area).
The rate of contraceptive use was 1.7 times as high in the treatment area and 2.8 
times as high in the comparison area in 1990 for those who wanted no more children
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as for those who wanted more. However, these differences are smaller than those 
observed in 1984 (1.9 and 5.0 times as high respectively). The results indicate that 
contraceptive use is associated with reproductive preferences, but if contraceptive 
use among those who want more children continues to increase more rapidly than 
among those who want no more, the relationship will weaken in the future. As 
contraceptive use to space births has been increasing, both groups, those who want 
no more children and those who want more, should be considered when estimating 
the 'unmet need' for contraception (Westoff & Pebley 1981). However, the 
conventional approach to calculate the 'unmet need' for contraception is the 
discrepancy between those who wanted no more children and birth control practices 
(Bongaarts 1991).
In the treatment area among those who wanted more children injection was the most 
prevalent method of contraception in 1984, followed by the IUD and pill, while in 
1990 injection was also most prevalent but was followed by the pill and IUD (Table 
5.2). Among those who wanted no more children sterilization was the most prevalent 
method in 1984, followed by the injection and IUD, while in 1990 injection was the 
most prevalent method followed by the pill and sterilization. In the comparison area, 
among those who wanted more children traditional methods and the IUD were 
equally prevalent in 1984, followed by the pill, while in 1990 the pill was the most 
prevalent method, followed by traditional methods and the injection. Among those 
who wanted no more children sterilization was most prevalent in 1984, followed by 
traditional methods and the IUD, while in 1990 sterilization was again most 
prevalent, followed by the pill and traditional methods.
Over the period between 1984 and 1990, although the supply of contraceptives was 
basically unchanged in the two areas, some contraceptive methods gained in 
popularity while others lost popularity (Figure 5.1, Table B5.2). In the treatment area 
contraceptive use increased through an increase in the use of injection and the pill,
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while in the comparison area the increase was mainly due to an increase in pill use. 
All other methods lost popularity in the treatment area while they either lost it or 
remained about as popular as before in the comparison area. Use of the IUD declined 
dramatically in both areas, and there was also a considerable decline in sterilization. 
In this connection Tsui (1985) has argued the importance of cultural factors in 
determining preferred methods of contraception. For example, rhythm is the 
foremost method in the Philippines, withdrawal in Turkey, abortion in Korea and 
China, the condom in Japan and the injectable in Panama. Phillips et al. (1988) have 
argued about the importance of the sociology of supply, particularly in rural 
traditional societies like Bangladesh, where widespread fertility regulation behaviour 
will not spontaneously arise.
Table 5.2
Percentages using contraception of currently married, non-pregnant women aged 
under 40 by method of contraception: those who wanted more children and those 
who wanted no more, treatment and comparison areas 1984 and 1990
Treatment Comparison
Wanted more Wanted no more All Wanted more Wanted no more All
Method 1984 1990 1984 1990 1984 1990 1984 1990 1984 1990 1984 1990
Modem
Pill 2.4 12.7 4.3 15.4 3.3 13.8 1.1 9.5 0.9 12.8 1.0 11.1
IUD 10.1 3.3 9.3 4.7 9.7 3.9 2.2 0.6 3.9 1.1 3.1 0.8
Injection 
Condom, foam
14.7 27.2 18.3 38.8 16.4 32.2 0.2 1.2 0.8 1.9 0.5 1.5
and jelly 0.9 0.6 1.5 1.3 1.2 0.9 0.3 0.6 0.9 0.6 0.6 0.6
Sterilization - 0.3 20.7 13.5 9.4 6.0 - 0.4 17.4 18.7 8.9 8.9
Total 28.1 44.1 54.1 73.7 40.0 56.8 3.8 12.3 23.9 35.1 14.1 22.9
Traditional
Rhythm 0.7 0.9 1.4 1.6 1.0 1.2 1.3 2.6 2.4 4.6 1.8 3.5
Other 0.7 0.6 1.9 2.5 1.2 1.5 0.9 1.6 3.6 5.8 2.3 3.5
Total 1.4 1.5 3.3 4.1 2.2 2.7 2.2 4.2 6.0 10.4 4.1 7.0
All methods 29.5 45.6 57.4 77.8 42.2 59.5 6.0 16.5 29.9 45.5 18.2 29.9
No method 70.5 54.4 42.6 22.2 57.8 40.5 94.0 83.5 70.1 54.5 81.8 70.1
N 1201 1715 1000 1299 2201 3014 637 1259 665 1085 1302 2344
Sources: IDS 1984 and KAP 1990
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Figure 5.1
Contraceptive users according to method of contraception: currently married, non­
pregnant women aged under 40, treatment and comparison areas 1984 and 1990 (%)
Treatment area
Injection
Comparison area
0.6 t
0.5 -
0.4 - PÜ1 
0.3 - 
0.2 -  
0.1 ■■
Sterilization
Sources: IDS 1984 and KAP 1990
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The pill is one of the oldest modem methods of contraception available in 
Bangladesh. However, it was not for some time popular because of its side effects 
(Bairagi et al. 1979; Measham, Khan & Huber 1980) and its inconvenience in use: 
lack of space in Bangladeshi households to hide a supply of pills since their very 
existence is taken to be indecent (Bhatia & Kim 1984; Caldwell & Caldwell 1992). 
In recent years the pill has become more popular: probably acceptors are better 
motivated; also the low-dose pill is available and probably causes fewer health 
problems than the regular-dose pill (Caldwell & Caldwell 1992). However, one 
study conducted in a rural area in Bangladesh in the late 1970s Bairagi et al. (1980) 
found higher continuation rates at 12 months for regular-dose than for low-dose pills 
(86 per cent compared to 75 per cent).
In the treatment area the prevalence of injection demonstrates its popularity. It 
provides a safe three months period, does not need to be taken daily, does not require 
a place for storage and is delivered to the household. However, the side effects of 
injections are no less severe than those of the pill (Bairagi et al. 1980; Bhatia et al. 
1980; Stewart et al. 1991). According to Caldwell and Caldwell (1992) the success 
of the injection is that a substantial number of women choose it either without their 
husbands' knowledge or without that knowledge becoming public in such a way that 
the husbands have to resolve their equivocal feelings on the matter.
Table 5.3 shows reasons for not using contraception for women who wanted more 
children and who wanted no more. Of those who wanted more children about 75 per 
cent in both areas were not contracepting either because of this desire or because 
they were experiencing amenorrhoea or breastfeeding. Of those who wanted no more 
children about 45 per cent were experiencing amenorrhoea or breastfeeding in each 
area, while about 30 per cent reported side effects in the treatment area compared to 
about 25 per cent in the comparison area. The higher incidence of side effects in the 
treatment area than in the comparison area reflects different level and methods of
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contraceptive use. It is often argued that low contraceptive use in Bangladesh is due 
to religious barriers and objections from in-laws. However, the data do not support 
this view. Very small proportions of women were not using contraception because of 
religion or their husbands' or relatives’ objections. Supportive attitudes of mothers- 
in-law towards family planning have also been noted in results from the qualitative 
survey (Chapter 4). The results indicate that a further increase in the level of 
contraception in these two areas will depend largely on the continuation of 
contraception in spite of side effects and on an increase in its use by those 
breastfeeding and experiencing postpartum amenorrhoea.
Table 5.3
Reasons for not using contraception of currently married, non-pregnant women aged 
under 40: those who wanted more children and those who wanted no more, treatment
and comparison areas
Reason
Treatment Comparison
Wanted
more
Wanted 
no more
Wanted
more
Wanted 
no more
Husband's/relatives' objection 4.1 5.9 2.2 5.9
Against religion 0.5 0.0 1.2 1.7
Harmful to health/side effects 6.7 31.6 5.9 24.9
PP A/breastfeeding 25.8 45.2 28.8 42.5
Want more children 52.8 - 46.0 -
Husband staying elsewhere 6.6 9.0 7.5 6.2
No need owing to old age 0.2 0.7 0.0 2.0
Others 3.3 7.6 8.4 16.8
All 100.0 100.0 100.0 100.0
N 933 288 1051 590
Source: KAP 1990
5.4 Contraceptive use and reproductive preference: correlates of inconsistency
Women who want more children but are practising contraception are generally doing 
so to space births while those who want no more children and are practising 
contraception can be assumed to be doing so to limit family size. Several studies 
have found that desire for additional children predicts contraceptive use better than
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comparing ideal and actual number of children (Knodel & Prachuabmoh 1973; 
Hermalin et al. 1979; Palmore & Concepcion 1981). In the following analysis 
'whether want more children' is used as the measure of reproductive preference.
Women who wanted no more children or wanted to delay their next birth for at least 
one year were considered inconsistent if they used no contraception. In both the 
areas in 1984 and in 1990, those who wanted no more children were less inconsistent 
than those who wanted the next child after one year (Table 5.4). The following 
subsections examine inconsistency by age of woman, number of living children, 
whether has a son, education of woman, possession of items and religion for those 
who wanted no more children and those who wanted a child after one year.
Table 5.4
Percentage levels of inconsistency between reproductive preferences and 
contraceptive use of currently married, non-pregnant women aged under 40, 
treatment and comparison areas 1984 and 1990
Wanted no more children Wanted a child after one yeara
Area 1984 1990 1984 1990
Treat 42.6(1000) 22.2(1299) 68.1(1036) 45.8(1342)
Comp 70.1(665) 54.5(1085) 93.4( 542) 80.8(1004)
Sources: IDS 1984 and KAP 1990
Note: ^ I n  1984 about 70 per cent reported that they want next child 'not so early' and termed here as if
wanted after one year; small proportions of 'do not know’ were added to 'want after one year' category.
Chapter 4 and also earlier studies have documented a strong preference for sons over 
daughters in Bangladesh, but the effect of son preference on contraceptive use is not 
clear (Bairagi & Längsten 1986; Rahman et al. 1992). Evidence of sex preference 
has often been inferred from comparisons of behavioural responses to various 
compositions of families (United Nations 1987); for example, by examining whether 
contraceptive use was more likely among women with sons than among women with
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no sons. In order to gain more insight into son preference, analysis was also refined 
by parity.
5.4.1 Those who wanted no more children
In the treatment area in 1984 and in 1990, the percentages inconsistent showed 
negative associations with age of woman and number of living children (up to five), 
while those who had no son were more inconsistent than those who had one or more 
sons (Table 5.5). The percentages inconsistent for possession of items showed that 
those who owned 3 or more items had the lowest inconsistency while two other 
categories had similar inconsistencies. For education of woman the relationship was 
negative in 1984 but inverted U-shaped in 1990; however, the differences either by 
education or possession of items were small in 1990. Hindus had lower inconsistency 
than Muslims both in 1984 and in 1990.
In the comparison area in 1984 and in 1990, the percentages inconsistent did not 
show a systematic pattern for age of woman or number of living children except a 
positive association for number of living children in 1990 (Table 5.5). Those who 
had one or more sons had lower inconsistency than those who had no son in 1984, 
but the opposite pattern prevailed in 1990; this is probably due to small sample. The 
percentages inconsistent for education of woman and possession of items did not 
show a systematic pattern in 1984 and in 1990, except for a negative association by 
education of woman in 1990. Hindus had lower inconsistency than Muslims in 1984, 
but similar inconsistency levels in 1990.
In both the areas in 1984 and in 1990, inconsistency was found to be higher for 
Muslims than for Hindus and higher for those who had no son than for those who 
had one or more sons except in the comparison area in 1990. However, the number 
of women with no sons was small. Higher inconsistency among Muslim women than
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Hindu women, particularly in the treatment area, may be the result of a higher level 
of discontinuation of contraception due to side effects.
Table 5.5
Percentage levels of inconsistency between desire for no more children and 
contraceptive use by selected characteristics of currently married, non-pregnant 
women aged under 40, treatment and comparison areas 1984 and 1990
1984 1990
Characteristics Treat(N) Comp(N) Treat(N) Comp(N)
Age of woman 
<20 50.0(2) 100.0(3) 50.0(2) (0)
20-24 50.6(77) 80.9(47) 45.5(55) 67.7(65)
25-29 45.1(195) 60.8(143) 24.6(337) 59.7(288)
30-34 41.2(340) 69.9(219) 21.4(454) 52.6(392)
35+ 40.9(386) 73.1(253) 18.2(451) 49.7(340)
No. of living children 
0-1 72.2(18) 66.7(6) 36.4(11) 50.0(8)
2-3 40.9(281) 68.9(164) 23.8(543) 51.6(341)
4-5 41.5(511) 67.1(307) 19.6(613) 54.9(517)
6+ 45.3(190) 76.1(188) 26.5(132) 58.0(219)
Whether has a son 
0 46.7(15) 75.0(8) 35.3(17) 50.0(18)
1+ 42.5(985) 70.0(657) 22.0(1282) 54.5(1067)
Education of woman (yrs)
0 45.3(517) 70.0(413) 21.9(784) 59.1(705)
1-4 40.1(292) 73.8(164) 24.6(228) 49.5(194)
5+ 39.3(191) 63.6(88) 20.9(287) 41.9(186)
Possession of items 
None 43.9(428) 69.0(319) 22.8(514) 57.0(479)
1-2 43.3(441) 74.2(267) 22.2(576) 51.7(437)
3+ 35.9(131) 60.8(79) 20.6(209) 54.4(169)
Religion
Muslim 44.5(852) 72.1(595) 23.4(1077) 54.4(973)
Hindu 31.8(148) 52.9(70) 16.2(222) 55.4(112)
Sources: SES 1982, IDS 1984 and KAP 1990
5.4.1.1 Son preference and contraception
Table 5.6 shows the percentages not using contraception among those who wanted 
no more children according to parity and sex of existing children. Irrespective of
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parity, numbers of women with no son were extremely small, while sex composition 
categories for women with five or more children are of uncertain meaning so are 
excluded from the discussion.
Table 5.6
Percentage levels of inconsistency between desire for no more children and 
contraceptive use of currently married, non-pregnant women aged under 40 by 
number and sexes of living children, treatment and comparison areas 1984 and 1990
No. of 
children
1984 1990
and sons Treat(N) Comp(N) Treat(N) Comp(N)
No children 75.0(4) 0.0(0) 0.0(1) 0.0(0)
One child
No son 50.0(2) 66.7(6) 100.0(1) 50.0(4)
One son 75.0(12) 0.0(0) 33.3(9) 50.0(4)
P-value 0.46 0.19 1.0
Two children
No son 0.0(2) 66.7(3) 0.0(1) 60.0(5)
One son 52.4(60) 77.1(35) 33.3(117) 69.7(66)
Two sons 36.4(22) 54.5(11) 19.0(42) 50.0(18)
P-value 0.15 0.34 0.17 0.29
Three children
No son 0.0(3) 100.0(3) 25.0(8) 40.0(5)
One son 46.7(45) 64.7(34) 20.3(79) 60.8(51)
Two sons 35.4(127) 70.1(67) 20.5(259) 43.0(179)
Three sons 40.9(22) 54.5(11) 29.7(37) 47.1(17)
P-value 0.29 0.45 0.61 0.16
Four children
No son 66.7(3) 0.0(1) 0.0(3) 50.0(2)
One son 46.5(43) 71.9(32) 18.2(66) 57.5(40)
Two sons 35.1(151) 71.0(69) 22.4(174) 55.4(130)
Three sons 44.8(105) 56.0(50) 27.2(113) 57.0(107)
Four sons 58.3(12) 71.4(7) 13.3(15) 53.3(15)
P-value 0.22 0.23 0.76 0.99
Five children or more
No son 100.0(1) 100.0(3) 100.0(1) 50.0(2)
One son 31.0(29) 25.0(44) 77.8(27) 55.3(38)
Two sons 45.4(97) 24.8(113) 74.1(85) 53.7(123)
Three sons 41.7(120) 16.7(114) 73.3(101) 54.1(148)
Four sons 46.9(96) 16.7(72) 70.4(81) 57.5(87)
Five sons or more 45.5(44) 17.9(28) 68.3(41) 63.4(44)
P-value 0.55 0.01 0.91 0.89
Sources: IDS 1984 and KAP 1990
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Among women who had two living children, the percentages inconsistent were 
found to be lower for those who had two sons than for those who had one son and 
one daughter. However, among those who had three or four living children, the 
percentages inconsistent did not show a systematic pattem in the two areas in both 
1984 and 1990. None of the differences was statistically significant in either area in 
either year.
5.4.2 Those who wanted a child after one year
In the treatment area in 1984 and in 1990, the percentages inconsistent did not show 
a systematic pattem by age of woman and number of living children, but women 
who had one or more sons were less inconsistent than those who had no son (Table
5.7) . The percentages inconsistent by education of woman and possession of items 
showed that 5 or more years of schooling and 3 or more items category had the 
lowest inconsistency while the other two categories had similar inconsistency. 
Hindus had a higher rate of inconsistency than Muslims both in 1984 and in 1990, 
but the difference was small in 1990.
In the comparison area in 1984 and in 1990, the percentages inconsistent did not 
show a systematic pattern by age of woman or number of living children, but those 
who had one or more sons had lower inconsistency than those who had no son (Table
5.7) . The percentages inconsistent by education of woman and possession of items 
showed that 5 or more years of schooling and 3 or more items category had the 
lowest inconsistency while the other two categories usually had similar inconsistency 
both in 1984 and 1990. Hindus had higher inconsistency than Muslims both in 1984 
and in 1990, but the differences were small.
In both the areas in 1984 and in 1990, inconsistency was found to be lower for those 
who had one or more sons than for those who had no son. Although all these women
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wanted to wait at least a year before having a child, those who had no son were less 
often using contraception than those who had one or more son, suggesting the 
existence of son preference. Although inconsistency was found to be higher for 
Hindus than Muslims the differences were small, except for the treatment area in 
1984; contraception is becoming equally popular among Muslims and Hindus to 
space birth.
Table 5.7
Percentage levels of inconsistency between desire for a child after one year and 
contraceptive use by selected characteristics of currently married, non-pregnant 
women aged under 40, treatment and comparison areas 1984 and 1990
1984 1990
C haracteristics Treat(N ) Com p(N ) Treat(N ) Com p(N )
A ge o f  w om en 
<20 66.3(101) 95.3(64) 62 .1(132) 87.0(108)
20-24 67.7(465) 93.2(237) 44 .3 (548) 77.9(453)
25-29 66.3(291) 95.3(148) 43 .8 (447) 80.8(333)
30-34 69.9(133) 89.1(64) 39 .8(166) 84.6(78)
35+ 82.6(46) 89.7(29) 57.1(49) 90.6(32)
N o. o f  liv ing  ch ildren  
0-1 73.2(355) 95.7(208) 52 .2(579) 82.7(421)
2-3 64.9(521) 92.9(255) 40 .1 (658) 77.5(485)
4-5 69.7(145) 89.9(69) 44 .9 (98) 87.8(82)
6+ 46.7(15) 80.0(10) 71.4(7) 93.8(16)
W hether has a son  
0 75.0(316) 96.1(178) 54 .1(477) 84.6(390)
1+ 65.1(720) 92.0(364) 41 .3 (865) 78.3(614)
E ducation  o f  w om an  (yrs)
0 71 .5(505) 94.6(314) 46 .5 (768) 84.9(602)
1-4 70 .3(306) 94.6(129) 46 .9 (260) 84.8(184)
5+ 57.8(225) 87.9(99) 43 .3(314) 66.1(218)
P ossession  o f  item s 
N one 72.6(420) 95.5(265) 46 .0 (535) 85.7(448)
1-2 68.6(446) 94.4(196) 47 .7 (599) 78.2(431)
3+ 55.9(170) 84.0(81) 39.9(208) 72.0(125)
R elig ion
M uslim 66.8(886) 93.2(474) 45 .5 (1142) 80.5(930)
H indu 76.0(150) 94.1(68) 47 .5 (200) 83.8(74)
Sources: SES 1982, IDS 1984 and KAP 1990
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5 .4 .2.1 Son preference and contraception
Table 5.8 shows the percentages not using contraception among women who wanted 
a child after a delay of at least one year according to parity and sex of existing 
children. Those who had four living children were excluded from the discussion 
because there were few cases in some categories, while sex composition categories 
with five or more children were excluded due to uncertain meaning.
Among those who had one living child, the percentages inconsistent were found to 
be lower for those who had one son than for those who had no son, but the 
differences were small. Among women who had two living children, except in 1990 
in the treatment area the percentages inconsistent were lowest for those who had one 
son and one daughter followed by those who had two sons. Finally, among those 
who had three living children the percentages inconsistent did not show a systematic 
pattern. However, none of these differences was statistically significant in either area 
in either year.
Although some of the women in both categories (those who wanted no more children 
and those who wanted a child after one year) were categorized as at risk of 
pregnancy because of non-use of contraception, they were not necessarily at 
immediate risk. Some of their husbands may have been away from home for work 
elsewhere. From the study villages many men go to work in neighbouring districts or 
the city, leaving their families in the village but visiting them. Their wives were 
identified here as non-users of contraception and therefore have been classified as 
inconsistent.
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Table 5.8
Percentage levels of inconsistency between desire for a child after one year and 
contraceptive use of currently married, non-pregnant women aged under 40 by 
number and sexes of living children, treatment and comparison areas 1984 and 1990
No. of 1984 1990
children
and sons Treat(N) Comp(N) Treat(N) Comp(N)
No children 97.1(35) 100.0(15) 80.2(81) 89.7(87)
One child
No son 71.2(156) 96.0(99) 50.0(242) 83.7(166)
One son 70.1(164) 94.7(94) 45.3(256) 78.0(168)
P-value 0.84 0.67 0.29 0.18
Two children
No son 75.7(70) 94.7(38) 42.7(103) 82.8(92)
One son 59.2(142) 87.7(73) 41.2(211) 76.3(131)
Two sons 62.4(101) 93.8(48) 32.4(145) 76.7(90)
P-value 0.05 0.34 0.16 0.48
Three children
No son 71.8(39) 92.3(13) 53.6(28) 82.8(29)
One son 60.5(86) 95.7(47) 48.0(98) 75.9(87)
Two sons 66.7(42) 94.1(17) 29.6(27) 78.3(23)
Three sons 73.2(41) 100.0(19) 34.8(46) 69.7(33)
P-value 0.43 0.71 0.14 0.67
Four children
No son 69.2(13) 100.0(9) 50.0(14) 90.9(11)
One son 68.2(44) 86.7(15) 41.7(36) 92.3(26)
Two sons 61.1(18) 75.0(8) 40.0(5) 100.0(5)
Three sons 63.6(11) 92.3(13) 0.0(4) 100.0(4)
Four sons 60.0(15) 100.0(3) 66.7(9) 71.4(14)
P-value 0.96 0.48 0.25 0.23
Five children or more
No son 66.7(3) 100.0(4) 66.7(9) 60.0(5)
One son 64.0(25) 77.8(9) 23.1(13) 92.9(14)
Two sons 90.0(10) 100.0(4) 71.4(7) 100.0(10)
Three sons 100.0(5) 100.0(4) 100.0(1) 100.0(1)
Four sons 72.7(11) 80.0(5) 75.0(4) 100.0(2)
Five sons or more 40.0(5) 80.0(5) 33.3(3) 83.3(6)
P-value 0.23 0.71 0.13 0.25
Sources: IDS 1984 and KAP 1990
5.5 Contraceptive use and reproductive preference: a multivariate analysis
In this section analysis was undertaken to examine the net effects of demographic 
and sociocultural characteristic on use of contraception separately for women who
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wanted no more children and those who wanted to delay the next birth for at least 
one year. The former group is very important because they are motivated to cease 
childbearing. Moreover, this group is also used in calculating 'unmet need' for 
contraception. Current use of contraception was used as the dependent variable while 
age of woman, number of living children, whether has a son, education of woman, 
possession of items and religion were used as independent variables. For theoretical 
reasons age of woman and number of living children were kept in all the models, 
whether they were significant or not.
The dependent variable took the value 0 if the respondent was not currently using 
contraception and 1 if using it. As the dependent variable is binary, logit regression 
was more appropriate than the ordinary least squares model. Cox and Snell (1980) 
mention at least two approaches for model selection, 'forward' and 'backward'. Both 
approaches are found in the literature, but forward selection is adopted here because 
it required less computer memory. In forward selection the variable which produces 
the maximum reduction in deviance is incorporated in the model first and the 
procedure continues until no further significant reduction in deviance is recorded. A 
positive log odds (coefficient) for any category of a predictor indicates that women 
in that category were more likely to be using contraception than those in other 
categories of the same predictor. Parameter estimates with negative signs indicate the 
opposite. Odds ratios show the relative change, compared to the value for the 
reference category.
5.5.1 Those who wanted no more children
The results of the final models are shown in Table 5.9 (for full models see Table 
B5.3). In the treatment area in 1984 and in 1990, use of contraception among those 
who wanted no more children did not vary significantly by demographic and 
sociocultural characteristics, except by religion in both years and by age of woman in
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1990. Use of contraception also varied by religion in the comparison area in 1984, 
while in 1990 it varied by age of woman, number of living children and education of 
woman.
Table 5.9
Results of logistic regression models of contraceptive use of currently married, non­
pregnant women aged under 40 who wanted no more children, treatment and 
comparison areas 1984 and 1990
Variable Treatment Comparison
1984 1990 1984 1990
B SE Odds 
ratio
B SE Odds
ratio
B SE Odds
ratio
B SE Odds
ratio
Constant -0.516 0.431 -0.962 0.499 -0.470 0.558 -2.266 0.458
Age of woman 0.030 0.016 1.03 0.077 0.018 1.08 -0.001 0.020 1.00 0.079 0.016 1.08
Living children -0.056 0.052 0.94 -0.086 0.063 0.91 -0.096 0.063 0.91 -0.162 0.051 0.85
Education of woman (yrs)
0 1.00
1-4 0.463 0.165 1.59
5+ 0.727 0.170 2.07
Religion
M uslim 1.00 1.00 1.00
Hindu 0.534 0.190 1.70 0.456 0.197 1.57 0.841 0.257 2.32
Com parison of models
(1) Full m odel+
Log-likelihood (df) 1345.9 (991) 1347.3 (1290) 790.4 (656) 1447.6 (1076)
(2) Null model
Log-likelihood (df) 1364.3 (999) 1374.5 (1298) 811.6(664) 1495.4 (1084)
(3) Final Model
Log-likelihood (df) 1352.0 (996) 1349.7 (1295) 797.9 (661) 1449.6 (1080)
2-3 12.3 (3) 24.8 (3) 13.7 (3) 45.8 (4)
3-1 6.1 (5) 2.4 (5) 7.5 (5) 2.0 (4)
Sources: SES 1982, IDS 1984 and KAP 1990 
Note: + See Table B5.3
Differentials in contraceptive use by demographic and sociocultural characteristics 
depend on the length and nature of the family planning program that is operating. In 
the Matlab study area Bhatia (1983) reported that when contraceptive use was low, 
all occupation categories accepted contraception equally, but as contraceptive use 
continued to increase occupational differentials became apparent. Compared to
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Thailand, the sociocultural differential was found to be small in Indonesia (Cleland, 
Little & Pitaktepsombati 1979; Freedman, Khoo & Supraptilah 1981; Streatfield 
1986) because pressures to adopt contraception were different in the two programs. 
In the treatment area over time contraception was become equally acceptable to all 
sociocultural subgroups except religious categories, while in the comparison area a 
differential by education of woman appeared in 1990, but that by religion 
disappeared. Similar levels of contraceptive use by sociocultural categories in the 
treatment area are an indication that the FPHSP has been able to motivate all 
subgroups equally.
In the treatment area about 50 per cent of contraceptors were using the injection and 
a large proportion had discontinued injection use because of side effects such as 
bleeding. Discontinuation of injections was probably higher for Muslims than for 
Hindus because such side effects prevented Muslim women from performing their 
daily prayers. Stewart et al. (1991) reported that 56 per cent of acceptors of injection 
could not carry out their religious rituals as before because of side effects. In the 
comparison area contraceptive use was low in 1984 and probably all sociocultural 
groups accepted it equally, except for religious groups, while with the increase in 
contraceptive use as in 1990, the educated women accepted more than the illiterate; 
the religious differential disappeared in the comparison area, probably because there 
was negligible use of injections. In recent studies (Nag & Duza 1988; Bemhart & 
Uddin 1990), it has been reported that religious opposition is not a barrier to success 
of family planning programs. However, religious opposition was widespread, 
particularly during the 1960s.
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5.5.2 Those who wanted a child after one year
The results of the final models are shown in Table 5.10 (for full models see Table 
B5.4). In the treatment area in 1984, use of contraception among those who wanted a 
birth after one year varied significantly by all the sociocultural characteristics 
considered; it also varied by whether the respondent had a son. However, in 1990 the 
sociocultural differentials had disappeared, indicating that the program had been able 
to eliminate differences in use over time. Use of contraception was relatively high 
among those who had one or more sons, indicating a link between son preference 
and contraception. In the comparison area in 1984, use of contraception varied only 
by possession of items, while in 1990 it varied by whether has a son and education of 
woman; the son preference and contraception association emerged once 
contraceptive use to space births became reasonably common.
The reasons for non-use of contraception among these two groups of women (those 
who wanted no more children and those who wanted a child after one year) could be 
related to side effects, religion, the objections of husbands or relatives and non­
availability of contraception. Some women were not contracepting because they 
were not currently exposed to the risk of pregnancy as their husbands were away 
from home. During the qualitative interviews women who wanted no more children 
in the 1984 IDS but actually had children during 1984-90 were asked 'For what 
reason did you have the additional child?'; however, no information is available for 
those who wanted a child after one year but had it sooner. In the treatment area 
several women who wanted no more children reported that they discontinued 
contraception because of side effects, while in the comparison area several reported 
that they did not want the child, but that it came naturally. Four responses to the 
question are given below:
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'I was using the injection but stopped because of excessive bleeding' (36 years old, 
mother of four sons and one daughter, treatment area)
Table 5.10
Results of logistic regression models of contraceptive use of currently married, non­
pregnant women aged under 40 who wanted next birth after one year, treatment and
comparison areas 1984 and 1990
Variable Treatment Comparison
1984 1990 1984 1990
B SE Odds B SE Odds B SE Odds B SE Odds
ratio ratio ratio ratio
Constant -0.142 0.464 -0.100 0.356 -3.675 1.083 -1.472 0.530
Age of woman -0.066 0.022 0.93 -0.009 0.017 0.99 0.002 0.052 1.00 -0.030 0.024 0.97
Living children 0.240 0.082 1.27 0.117 0.070 1.12 0.225 0.186 1.25 0.048 0.081 1.05
W hether has a son 
0 1.00 1.00 1.00
1+ 0.442 0.163 1.55 0.448 0.122 1.56 0.593 0.189 1.81
Education of woman (yrs)
0 1.00 1.00
1-4 -0.081 0.165 0.92 0.039 0.234 1.04
5+ 0.366 0.184 1.44 1.157 0.187 3.18
Possession of items 
None 1.00 1.00
1-2 0.140 0.157 1.15 0.314 0.432 1.37
3+ 0.620 0.209 1.85 1.428 0.427 4.17
Religion
M uslim 1.00
Hindu -0.494 0.212 0.61
Com parison of models 
(1) Full model+
Log-likelihood (df) 1247.7 (1027) 1821.0 (1333) 245.7 (533) 929.8 (995)
(2) Null model
Log-likelihood (df) 1296.6 (1035) 1851.0(1341) 264.8 (541) 982.8 (1003)
(3) Final model
Log-likelihood (df) 1247.7 (1027) 1827.5 (1338) 250.2 (537) 935.5 (998)
2-3 48.9 (8) 23.5 (3) 14.6 (4) 47.3 (5)
3-1 0.0 (0) 6.5 (5) 4.5 (4) 5.7 (3)
Sources: SES 1982, IDS 1984 and KAP 1990 
Note: +See Table B5.4
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'I was taking the pill but through a mistake in taking it I became pregnant' (45 years 
old, mother of six sons and four daughters, treatment area)
'I did not want the child but it was God gave it' (45 years old, mother of seven sons 
and two daughters, comparison area)
'I did not want it but I was also scared of using contraception' (43 years old, mother 
of seven sons and two daughters, comparison area).
On the basis of the qualitative data it can be argued that a further increase in 
contraception among women who want no more children in the treatment area will 
depend to some extent on either motivating them to continue in spite of side effects, 
or providing alternative contraception which causes fewer side effects. In the 
comparison area, suitable contraceptive methods need to be made available at the 
door.
5.6 Abortion and reproductive preference: levels
Like contraception, abortion is an intermediate variable which directly influences 
fertility (Davis & Blake 1956; Bongaarts 1982). Induced abortion is illegal in 
Bangladesh except to save the life of the mother (Bhiwandiwala et al. 1982), but 
these days the law allows menstrual regulation during the period before pregnancy 
status can be clinically confirmed (Ali, Zahir & Hasan 1978).
Traditionally, induced abortion has been performed in Bangladesh by indigenous 
health practitioners. During the late 1970s the Government of Bangladesh permitted 
menstrual regulation (pregnancy termination up to 12 weeks gestation) on an 
experimental basis at selected clinics in Dhaka City, and it was subsequently 
extended to other areas of Bangladesh (Akhter & Rider 1983). Menstrual regulation
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is now performed in both private and government health facilities (Rosenberg et al. 
1981). For women living in the Matlab area menstrual regulation is available at the 
Upazila Health Complex, and also at subcentres for women in the treatment area and 
at the Family Welfare Centres for women in the comparison area.
Table 5.11 shows induced abortion ratios for women who wanted no more children 
and those who wanted more children in 1984. During 1984-89 there were just 34 
induced abortions reported in the treatment area and only 61 reported in the 
comparison area, resulting in 20.1 and 47.6 abortions respectively per 1000 live birth 
pregnancies. None of the women had more than one abortion in the treatment area, 
while in the comparison area six women had two and one woman had three 
abortions. Abortion data collected prospectively from another rural area by Khan et 
al. (1986) gave an abortion ratio of 44.2 per 1000 live birth pregnancies, similar to 
the ratio recorded in the comparison area. Induced abortion was 2.4 times higher in 
the comparison area than in the treatment area, while levels of spontaneous abortion 
were found to be similar in the two areas (Table 5.11). The similarity in levels of 
spontaneous abortion reflects its biological rather than behavioural nature.
Table 5.11
Induced abortion ratios (per 1000 live birth pregnancies) of currently married, non­
pregnant and fecund women aged 15-44 in non-sterilized unions by reproductive 
preference, treatment and comparison areas 1984-89
Area
Induced All
Wanted more (N) 
1
Wanted no more (N) 
2 2:1 Induced Spontaneous
Treatment 14.1 1206 35.2 483 2.5** 20.1 65.9
Comparison 25.9 772 80.4 510 3.1** 47.6 69.4
Treat:Comp 0.54* 0.44** 0.44** 0.95
Sources: IDS 1984 and DSS (1984-89)
Note: * = P< .05; ** =P< .01
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Despite the relatively low levels of induced abortion in the two areas, a higher 
induced abortion ratio in the comparison area than in the treatment area is an 
indication of a desire to control fertility, but a relative lack of suitable contraception. 
On the other hand higher contraceptive use in the treatment area has been able to 
significantly reduce the incidence of unwanted births (61% of women aged 15-44 in 
the treatment area who wanted no more children in 1984 had by 1989 avoided 
having a child, compared to 51% in the comparison area - see Chapter 6, section 
6.4). This relationship between abortion and contraception is not unique. In many 
developed countries where contraception is extensive and highly effective, the 
incidence of abortion has declined (Frejka 1985). On the other hand in some 
developing countries (Taiwan, South Korea and China) the incidence of abortion has 
increased with increase in contraceptive use (Freedman et al. 1974; Donaldson, 
Nichols & Choe 1982; Wen 1993).
Women who wanted no more children had 2.5 times as many abortions in the 
treatment area and 3.1 times as many in the comparison area as those who wanted 
more children. A higher abortion ratio for those who wanted no more children than 
for those who wanted more is expected because for them an additional pregnancy 
represents a total violation of their preference. However, those who wanted more 
children might had an abortion after giving birth during the follow-up period or had 
it without giving birth. If a woman chooses abortion before giving birth after saying 
that she wants more children, it is usually for spacing or to control the timing of the 
next birth; however, to terminate these pregnancies would be a rather drastic 
response.
Table 5.12 shows percentages of women whose induced abortions during 1984-89 
were, or were not, preceded by a live birth that occurred during the follow-up period. 
In both the areas among those who wanted more children, abortion was higher for 
those who had it after a live birth than those who had no live birth. This is expected
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because those who wanted more children probably changed to wanting no more at 
the time of the abortion after having a live birth during the follow-up period. Among 
those who wanted no more children, abortion was higher for those who had no birth 
than those who had one or more births in the treatment area but the opposite was true 
in the comparison area. In the treatment area contraceptive use is high and most of 
the women were able to reduce the incidence of unwanted births. However, those 
who had subsequent pregnancies would probably be a select group resulting in a 
different pattern.
Table 5.12
Percentages of currently married, non-pregnant and fecund women aged 15-44 in 
non-sterilized unions by reproductive preference who had abortions during 1984-89 
whose abortions were or were not preceded by live births, treatment and comparison
areas
Desire for 
children
Treat Comp
in 1984 N o live birth One or more 
live births
Total (N) N o live birth One or more 
live births
Total (N)
W anted more 41.2 58.8 100.0 (17) 44 .4 55.6 1 0 0 .0 (1 8 )
Wanted no more 64.7 35.3 100.0 (17) 40 .0 60.0 100.0 (35)
Sources: IDS 1984 and DSS (1984-89)
Note: Where a woman had multiple abortions only the first was considered.
5.7 Abortion and reproductive preference: demographic and sociocultural 
correlates
The previous section showed that abortion is related to reproductive preference. 
Does the relationship hold across categories of demographic and sociocultural 
characteristics? To answer this question, abortion was examined for those who 
wanted no more children and those who wanted more by age of woman, number of 
living children, whether has a son, education of woman, possession of items and 
religion. Categories used here are somewhat different from those used previously 
because of the small number of abortion cases.
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In the treatment area abortion ratios by age of woman, number of living children and 
whether has a son were usually higher for those who wanted no more children than 
for those who wanted more (Table 5.13). The difference was significant, however, 
only for women aged 30 and over and those who had one or more sons. For 
education of woman (other than no education) and possession of items categories, 
abortion ratios were also higher for those who wanted no more children than for 
those who wanted more, but statistical significance was attained only for the 1 or 
more years of schooling and 1 or more items categories. Both Hindu and Muslim 
women had higher abortion ratios for those who wanted no more children than those 
who wanted more, but the differential was significant only for Muslims. Users and 
non-users of contraception had higher abortion ratios if they wanted no more 
children, but the differential was significant only for non-users.
In the comparison area abortion ratios by age of woman, number of living children 
and whether has a son were usually higher for those who wanted no more children 
than for those who wanted more. The differential was significant, however, only for 
those who had fewer than five living children and those who had one or more sons 
(Table 5.13). For the education of woman and possession of items categories 
abortion ratios were without exception significantly higher for those who wanted no 
more children than for those who wanted more. Both Hindu and Muslim women had 
significantly higher abortion ratios among those who wanted no more children than 
those who wanted more; both users and non-users of contraception had higher 
abortion ratios if no more children were desired, but only the differential for non­
users was significant.
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Table 5.13
Induced abortion ratios (per 1000 live birth pregnancies) of currently married, non­
pregnant and fecund women aged 15-44 in non-sterilized unions by selected 
characteristics: those who wanted more children and those who wanted no more,
treatment and comparison areas
Treatment Comparison
Wanted Wanted no 2:1 All Wanted Wanted no 6:5 All
Character- more (N) more (N) more (N) more (N)
istics 1 2 3 4 5 6 7 8
Age of woman
<30 14.5(1032) 14.6(206) 1.0 14.5 22.3 (671) 48.6(185) 2.2 28.0
30+ 11.5(174) 50.5(277) 4.4* 35.5 49.5(101) 98.5(325) 2.0 86.8
No. of living children
<5 14.8(1149) 16.0(313) 1.1 15.0 24.4( 738) 59.9(267) 2.4** 33.8
5+ 0.0(57) 70.6(170) 52.9 58.8(34) 102.9(243) 1.7 97.5
Whether has a son
0 10.9(460) 0.0(6) 10.7 14.1(283) 0.0(5) 13.9
1+ 16.1(746) 35.6(477) 2.2* 23.7 32.7(489) 81.2(505) 2.5** 57.3
Education of woman (yrs)
0 13.4(595) 11.6(257) 0.8 12.9 21.7(461) 75.0(320) 3.4** 43.5
1+ 14.7(611) 61.9(226) 4.2* 27.5 32.1(311) 89.5(190) 2.8** 53.9
Possession of items
None 11.8(508) 13.8(217) 1.2 12.4 25.0(360) 90.9(242) 3.6** 51.5
1+ 15.7(698) 52.6(266) 3.3* 25.9 26.7(412) 70.9(268) 2.6** 44.1
Religion
Muslim 13.5(1040) 35.8(447) 2.6* 20.2 27.1(664) 74.8(468) 2.7** 46.8
Hindu 18.1(166) 27.8(36) 1.5 19.8 18.5(108) 142.8( 42) 7.7** 53.3
Contraceptive use
User 19.6(305) 45.2(155) 2.3 28.3 108.1(37) 142.8( 63) 1.3 130.0
Non-user 12.2(901) 30.5(328) 2.5* 17.1 21.8(735) 71.6(447) 3.3** 40.6
Sources: SES 1982, IDS 1984 and DSS 1984-89 
Note: *=P<.05; **=P<.01
5.8 Discussion
A remarkable rise in contraceptive use in the treatment area compared to the 
comparison area has been observed since the introduction of the Family Planning 
and Health Services Program. Several studies have examined the factors behind the
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success of this program. For example, Phillips et al. (1982) argued that the family 
planning program was successful because it was user-oriented with a wide choice of 
methods, skilled counselling, rigorous follow-up and treatment of side effects, and 
ancillary health services. Phillips et al. (1988) argued that a sociologically 
appropriate system of supply can induce fertility change in a society where such 
change would not spontaneously arise. According to Koenig et al. (1992) the 
difference in contraceptive use between the two areas is adequately explained by 
differences in the intensity, coverage and overall quality of their family planning 
programs.
Over the period between 1984 and 1990 contraceptive use increased in both the 
areas; however, in each area the percentage increase was higher among those who 
wanted to space births than among those who wanted to cease childbearing. During 
this period the pill gained in popularity in both the areas and the injection gained in 
popularity in the treatment area. Sterilization, however, lost popularity in both areas. 
As the failure rate of the pill is unusually high and has been increasing over time 
(Bhatia & Kim 1984; Akbar, Phillips & Koenig 1991), the impact of contraceptive 
use on fertility may be low in future in both the areas if more and more women 
continue to use the pill to cease childbearing.
After all variables in the model were controlled, with one exception contraceptive 
use in the treatment area among those who wanted no more children and those who 
wanted a child after one year did not vary significantly across sociocultural 
characteristics in either year; the exception was in 1984 among those who wanted a 
child after one year. As contraceptive use among those who wanted no more children 
was reasonably high by 1984, differentials which seem likely to have previously 
existed (Bhatia (1983) established occupational differentials, and differentials found 
for the comparison area in 1984 suggest that similar differentials formerly existed in 
the treatment area) probably disappeared as a result of the intensive family planning
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program. A solitary remaining differential by religion may have been due to more 
discontinuation of injection by Muslim women than by Hindu women because side 
effects impacted especially on the former's daily religious rituals. In the comparison 
area, by contrast, also with one exception, contraceptive use among those who 
wanted no more children and those who wanted a child after one year did vary 
significantly across sociocultural characteristics in both years; the exception was in 
1984 among those who wanted no more children. Non-existence of sociocultural 
differentials in contraceptive use among those who wanted no more children in 1984 
probably signifies that when contraception use was low, as at this time, all subgroups 
accepted it equally (see Bhatia 1983); differentials only appeared with the 
subsequent increase in use. The results indicate that the government family planning 
program has not yet reached all sociocultural subgroups equally. The appearance of 
no religious differential in the comparison area could be due to the negligible use of 
injection there.
Among women who wanted no more children, son preference was not associated 
with contraceptive use in either area in either year, but among those who wanted a 
child after one year, son preference and contraceptive use were associated, except in 
1984 in the comparison area. This suggests that when contraceptive use to space 
births is reasonably widespread, a relationship between contraceptive use and son 
preference is likely to emerge.
In both the areas those who wanted no more children had higher abortion ratios than 
those who wanted more. This is expected because there is a greater incentive to 
terminate unwanted pregnancies than mistimed ones. The abortion ratio was found to 
be higher in the comparison area than in the treatment area. This may be due to the 
fact that the incidence of unwanted births in the treatment area was kept relatively 
low through contraception. This result suggests that maternal mortality in the 
comparison area in particular and in Bangladesh in general may decrease in future
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with increase in level of contraception; however, if less effective method such as pill 
use increase among those who want to cease childbearing, abortion may increase. 
This is because a large number of abortions are performed in Bangladesh by non­
medical persons, causing high maternal mortality (Measham et al. 1981; Rochat et 
al. 1981).
Chapter 6
Reproductive preferences and subsequent fertility in the treatment 
and comparison areas: a longitudinal approach
6.1 Introduction
Studies of reproductive preference and subsequent fertility have long been of 
concern to demographers. In the United States such studies have mainly been 
conducted to improve fertility forecasts; however, in the developing countries 
reproductive preference data have widely been used to assess levels of motivation for 
family planning. As family planning becomes available to more and more people 
around the world, the study of reproductive preferences and subsequent behaviour 
has become increasingly important (Coombs 1979; Foreit & Suh 1980).
Studies of reproductive preferences and subsequent fertility over short time periods 
have established a considerable correspondence between the proportion desiring and 
the proportion bearing children (Wilson & Bumpass 1973; Freedman, Hermalin & 
Chang 1975; Hermalin et al. 1979; Nair & Chow 1980; Van de Giessen 1988; De 
Silva 1991). However, there has been much controversy over how well fertility can 
be predicted from preference data in developing countries. According to Freedman, 
Hermalin and Chang (1975), the issue could not be settled by theoretical discussion 
or by evidence from any single country; a series of specific studies needed to be 
conducted over time in various developing countries to assess the degree to which 
fertility preferences are related to subsequent behaviour.
In the treatment area the level of contraception in 1984 was 2.3 times as high as in 
the comparison area while the level in the comparison area was similar to the
123
national level. In this situation it is of considerable interest to examine the 
comparative consistency between stated preferences and subsequent fertility. The 
objectives of this chapter are to examine the predictive validity of stated preference 
for more or no more children and demographic and sociocultural correlates of 
inconsistency between stated preferences and subsequent fertility. The chapter also 
examines preferred timing of the next child and subsequent fertility.
6.2 Data and methodology
The EDS survey of 1984 provided the basic data for this analysis. However, those 
who were pregnant (373 in the treatment area and 318 in the comparison area), who 
had reached menopause (102 and 85), who were not currently married (240 and 151) 
and who were aged 45 and over (445 and 288) were excluded. The respondents were 
subsequently followed up for an average of 5.75 years for births, deaths (of self or 
husband), migrations and divorces through records maintained by the Demographic 
Surveillance System. The analysis excluded women who died (38 and 28), whose 
husbands died (103 and 65), who out-mi grated (287 and 258), and who divorced (31 
and 25).
Pregnant women were excluded because preferences for some of these women might 
have depended upon the sex of the unborn baby and on whether pregnancies 
terminated in live births. Moreover, inclusion of pregnant women would create 
methodological problems; the period in which an additional child could be bom 
would be shorter for pregnant women than for non-pregnant women.
Contraceptively sterilized women and women with contraceptively sterilized 
husbands are left with no reproductive choice; their fertility behaviour should be 
consistent with their preferences. When expressed preferences are examined in 
relation to subsequent fertility, the inclusion or exclusion of women in sterilized
124
unions naturally affects aggregate-level inconsistency; their inclusion inflates 
consistency, while their exclusion does the opposite. There is no standard 
prescription for including or excluding such women from a study such as this one. In 
Costa Rica, Sty cos (1984), and in Sri Lanka, De Silva (1991) excluded women who 
were in sterilized unions, but in the United States, Westoff and Ryder (1977) 
included them. For the present study preliminary analysis was therefore done both 
including and excluding women in sterilized unions, but multivariate analysis was 
undertaken for the second group only. In the treatment area there were 247 women in 
sterilized unions compared to 125 in the comparison area.
Whether more children are wanted has been used widely as a measure of preference 
in studies of consistency between reproductive preference and subsequent fertility. 
Those studies which have used two preference measures have concluded that desire 
for additional children predicts subsequent fertility better than comparing desired and 
actual numbers of children (Freedman, Hermalin & Chang 1975; Rodgers 1976; 
Hermalin et al. 1979). Therefore in this analysis 'whether want more children' is used 
as the measure of preference. Women were asked ’Do you want more children in 
future?’ Those who wanted more children then were asked 'How many more children 
do you want to have?' and 'How long do you wish to delay your next birth?' Those 
women who reported that they did not know whether or not they wanted more 
children were excluded: 16 in the treatment area and six in the comparison area.
A limitation of the study is that the follow-up period was restricted to 5.75 years. If 
behaviour within this period did not correspond with expressed preference it was 
treated as inconsistent. It is possible, however, that a few women among those who 
wanted more children and those who wanted no more children, did not give birth 
during 1984-89 but did give birth after 1989. Moreover, the inconsistent behaviour 
of some women may have been due to genuine changes in desire.
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The dependent variable takes the value 1 if a respondent had at least one live birth 
during the specified period and 0 if she did not. As the dependent variable is binary, 
logistic regression is more appropriate than ordinary least squares regression to 
examine the influence of reproductive preference on subsequent fertility controlling 
demographic and sociocultural characteristics. As previously, a forward selection 
procedure was used (see Chapter 5, section 5.5.1).
6.3 Childbearing experience, 1984-89
Table 6.1 shows percentage distributions of women by number of live birth 
pregnancies during 1984-89. For all women, there were 76 births per 100 women in 
the treatment area compared to 100 births in the comparison area. The distributions 
of women by number of births in the two areas were quite different; women were 
more concentrated at 0 and 1 birth and less concentrated at 2 and 3 births in the 
treatment area than in the comparison area.
Table 6.1
Percentage distributions of currently married, non-pregnant and fecund women aged 
15-44 by number of live birth pregnancies, treatment and comparison areas
Number of 
live birth
All women Women in non-sterilized unions
pregnancies
(1984-89)
Treat Comp Treat Comp
All No more More All No more More
0 45.4 41.0 38.7 61.1 17.9 34.7 50.6 14.8
1 34.6 24.3 38.8 28.0 48.8 26.8 23.9 30.5
2 18.6 28.6 20.9 9.7 31.3 31.7 21.2 44.8
3 1.4 6.1 1.6 1.2 2.0 6.8 4.3 9.9
All 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N
Birth/100
2228 1285 1976 949 1027 1159 644 515
women 76.0 99.8 85.5 50.9 117.4 110.6 79.2 149.9
Sources: IDS 1984 and DSS (1984-89)
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When women in non-sterilized unions were considered, there were 85 births per 100 
women in the treatment area compared to 111 births per 100 women in the 
comparison area. The percentage distributions of women by number of births altered 
through exclusion of women in sterilized unions who, with rare exceptions, did not 
give birth during 1984-89.
The difference in the incidence of births in the two areas is undoubtedly due to the 
difference in their family planning programs. In the treatment area the family 
planning program has particularly been able to reduce closely spaced births.
6.4 Preferences and childbearing: levels
Inconsistency between stated reproductive preferences and subsequent behaviour can 
be investigated at both aggregate and individual levels (Freedman, Hermalin & 
Chang 1975; Westoff & Ryder 1977; Hermalin et al. 1979). Aggregate inconsistency 
is usually measured as the difference between the percentage of women wanting 
more children at a point in time and the percentage having more over a subsequent 
follow-up period, expressed as a percentage of the former figure (Westoff & Ryder 
1977; Hermalin et al. 1979). In theory it would be possible to make a similar 
calculation using percentages wanting and having no more children, but in practice 
this is not done. The predictive accuracy of reproductive preferences at the aggregate 
level depends to a large extent on many counterbalancing inconsistencies on the part 
of individuals (Bumpass & Westoff 1969; Freedman, Hermalin & Chang 1975; 
Westoff & Ryder 1977). At the individual level two types of inconsistencies are 
possible: a woman may want to have another child and fail to do so, or she may not 
want another child and have one anyway.
Table 6.2 shows distributions of women who wanted and did not want more children 
by subsequent fertility in the treatment and comparison areas. For all women, 46 per
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cent wanted more children in the treatment area while 40 per cent wanted more in 
the comparison area. At the aggregate level experience of at least one birth during 
1984-89 was 18 per cent higher than desired in the treatment area compared to 47 
per cent higher in the comparison area. Of those women who wanted more children, 
18 per cent in the treatment area and 15 per cent in the comparison area did not bear 
a child, while among those who wanted no more children, 31 per cent in the 
treatment area and 41 per cent in the comparison area gave birth.
Table 6.2
Percentage distributions of currently married, non-pregnant and fecund women aged 
15-44 who wanted and did not want more children by fertility behaviour during 
1984-89, treatment and comparison areas
Live births during 1984-89
Woman’s desire 
for children 
in 1984
Treatment Comparison
None One or Total % 
more
None One or Total % 
more
All women
Wanted more % 17.9 82.1 100.0 14.8 85.2 100.0
N 184 843 1027 46.1 76 439 515 40.1
Wanted no more % 68.9 31.1 100.0 58.6 41.4 100.0
N 827 374 1201 53.9 451 319 770 59.9
All % 45.4 54.6 100.0 41.0 59.0 100.0
N 1011 1217 2228 100.0 527 758 1285 100.0
Women in non-sterilized unions
Wanted more % 17.9 82.1 100.0 14.8 85.2 100.0
N 184 843 1027 52.0 76 439 515 44.4
Wanted no more % 61.1 38.9 100.0 50.6 49.4 100.0
N 580 369 949 48.0 326 318 644 55.6
All % 38.7 61.3 100.0 34.7 65.3 100.0
N 764 1212 1976 100.0 402 757 1159 100.0
Sources: IDS 1984 and DSS (1984-89)
When women in non-sterilized unions were considered, 52 per cent wanted more 
children in the treatment area compared to 44 per cent in the comparison area (Table 
6.2). At the aggregate level experience of at least one birth during 1984-89 was 18
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per cent higher than desired in the treatment area and 47 per cent higher than desired 
in the comparison area. Of those women who wanted more children, 18 per cent in 
the treatment area and 15 per cent in the comparison area did not bear a child, while 
among those who wanted no more children, 39 per cent in the treatment area and 49 
per cent in the comparison area gave birth.
Exclusion of women in sterilized unions resulted in increased levels of inconsistency 
among those who wanted no more births, from 31 per cent to 39 per cent in the 
treatment area and from 41 per cent to 49 per cent in the comparison area. However, 
there was naturally no change in levels of inconsistency among those who wanted 
more children, none of them being in sterilized unions.
6.5 Preference and childbearing: correlates of inconsistency
The previous section described overall levels of inconsistency between reproductive 
preferences and subsequent fertility in the treatment and comparison areas. This 
section examines inconsistencies at both aggregate and individual levels by age of 
woman, duration of marriage, number of living children, whether has a son, 
education of woman, possession of items, religion and contraceptive use.
6.5.1 Inconsistency by demographic characteristics
In both areas the percentages of women in non-sterilized unions who wanted more 
children were lower than the percentages who had more for each category of 
woman's age, duration of marriage, number of living children and whether has a son 
except, particularly in the treatment area, for those in early life-cycle stage categories 
(Table 6.3). Lower percentages of women gave birth than wanted to among those in 
the early life-cycle stages in the treatment area, some perhaps postponing births by 
using contraception. Among those who wanted more children in 1984, 26.3 per cent
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were using contraception in the treatment area compared to 4.6 per cent in the 
comparison area, and many of them were young (Khan et al. 1989). Among those 
who were older, had been married longer, had many children and had one or more 
sons, the percentages who wanted and who had more children were relatively low, 
but the percentages who had more were much higher than the percentages who 
wanted more, resulting in high aggregate inconsistency.
Table 6.3
Aggregate and individual inconsistency between desire for children in 1984 and 
fertility behaviour during 1984-89 of currently married, non-pregnant and fecund 
women aged 15-44 in non-sterilized unions by demographic characteristics, 
treatment and comparison areas
Wanted more Had more in Aggregate in- Inconsistency at individual level (%)
in 1984(%) 1984-89(%) consistency(%) _________________________________________
Character- Wanted more Wanted no more
istics __________  ___________  ____________  ____________________  ___________________
Treat Comp Treat Comp Treat Comp Treat(N) Comp(N) Treat(N) Comp(N)
Age of woman
<25 89.6 87.8 87.8 93.3 -2.0 6.3 10.9(542) 6.2(274) 76.2(63) 89.5(38)
25-29 66.1 60.2 79.0 81.9 19.5 36.0 17.3(277) 15.0(133) 71.8(142) 77.3(88)
30-34 37.1 30.9 54.8 72.2 47.7 134.4 27.9(147) 22.5(71) 44.6(249) 69.8(159)
35-39 15.9 11.8 33.2 44.1 108.8 273.7 51.1(45) 52.0(25) 30.3(238) 43.5(186)
40+ 5.9 6.5 14.3 14.1 142.4 116.9 81.3(16) 83.3(12) 14.0(257) 13.9(173)
Marriage duration
<5 97.2 95.2 92.2 97.6 -5.1 2.5 8.0(137) 2.5(79) 100.0(4) 100.0(4)
5-9 88.8 85.5 87.0 90.8 -2.0 6.2 11.0(390) 8.2(195) 71.4(49) 84.8(33)
10-14 67.4 63.5 78.8 80.8 16.9 27.2 18.8(260) 16.3(129) 73.8(126) 75.7(74)
15-19 41.7 31.3 60.8 78.6 45.8 151.1 24.8(149) 21.1(57) 50.5(208) 78.4(125)
20+ 13.9 11.9 27.4 35.0 47.1 194.1 48.4(91) 45.5(55) 23.5(562) 32.4(408)
No. of living children
<2 97.9 100.0 83.2 85.0 -15.0 -15.0 15.3(367) 15.0(207) 12.5(8) 0.0(0)
2 82.5 79.1 82.3 85.3 -0.2 7.8 13.1(298) 12.1(140) 60.3(63) 75.7(37)
3 58.1 48.1 69.8 72.2 20.1 50.1 21.0(200) 12.2(90) 56.9(144) 57.7(97)
4 29.0 26.3 54.0 65.5 86.2 149.0 26.5(102) 15.6(45) 46.0(250) 58.7(126)
5 17.0 14.3 36.5 51.9 114.7 262.9 26.8(41) 22.7(22) 29.0(200) 47.7(132)
6+ 6.3 4.2 28.1 39.2 346.0 833.3 47.4(19) 45.5(11) 26.4(284) 38.5(252)
Whether has a son
0 96.4 95.4 83.6 79.5 -13.2 -16.6 14.8(352) 18.3(186) 38.5(13) 33.3(9)
1+ 41.9 34.1 56.3 62.5 34.4 83.3 19.5(675) 12.7(329) 38.8(936) 49.6(635)
Sources: IDS 1984 and DSS (1984-89)
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In both areas the percentages inconsistent at the individual level among women who 
wanted more children increased with age of woman, marriage duration and number 
of living children, but among those who wanted no more children negative 
relationships with these variables emerged (Table 6.3). For 'whether has a son', the 
pattem was not consistent and the differences were small. Increased inconsistency at 
later life-cycle stages among those who wanted more children may be due to 
impaired fecundity. Some women might also have changed their minds from wanting 
more children to wanting no more owing to the 'grandmatemal' effect. On the other 
hand the decline in inconsistency with rising woman’s age, marriage duration and 
parity among those who wanted no more children was probably due to high 
contraceptive use and declining fecundity. In both areas the contraceptive use rate 
was much higher at later life-cycle stages than at earlier stages (Stinson et al. 1982; 
Khan et al. 1989), and fecundity declines at later life-cycle stages (Chen et al. 1974). 
Higher inconsistency at the early life-cycle stage than the later life-cycle stage may 
be because younger women misunderstood the preference question: they wanted to 
delay their birth rather than to stop childbearing. Similar patterns of inconsistency 
among those who wanted more children and those who wanted no more have been 
documented in previous studies (Westoff & Ryder 1977; Hermalin et al. 1979; Nair 
& Chow 1980; De Silva 1991).
6.5.2 Son preference and inconsistency
The relationship between son preference and subsequent fertility is not clear in 
Bangladesh. Chowdhury and Bairagi (1990) used Matlab data, and Bairagi and 
Längsten (1986) used data from another rural area of Bangladesh; they found no 
substantial impact of son preference on subsequent fertility, while Rahman and 
DaVanzo (1993), using Matlab data, found a strong effect.
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At the aggregate level inconsistency shows a positive relationship with 'whether has 
a son', but when individual-level estimates are examined no such pattern exists. In 
order to get more insight into son preference, analysis was refined by parity. Table 
6.4 shows the percentages of women who wanted more children and the percentages 
who had more by reproductive preference and number and sex of living children. 
Discussion is restricted to family sizes 2-4 because the two other family size 
categories have either small samples or uncertain meaning.
For women who had two, three or four children, inconsistency at the aggregate level 
was usually negative (actual fertility fell short of levels of desire for more children 
that typically were very high) for those who had children of the same sex, while for 
those who had children of different sexes it was usually high and positive (actual 
fertility substantially exceeded comparatively low levels of desire), particularly 
among those who had three or four children. Among women who had two children 
inconsistencies at the individual level among those who wanted more children were 
high for those who had children of different sexes in both areas. For those who had 
either three or four children inconsistency at the aggregate level among those who 
wanted more children was also usually high for those who had children of different 
sexes in the treatment area but not in the comparison area. However, differences in 
levels of inconsistency at the individual level for those who wanted more children 
and for those who wanted no more were usually not significant in either area.
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Table 6.4
Aggregate and individual inconsistency between desire for children in 1984 and 
fertility behaviour during 1984-89 of currently married, non-pregnant and fecund 
women aged 15-44 in non-sterilized unions by number and sex of children, treatment
and comparison areas
Wanted more Had more in Aggregatein- Inconsistency at individual level (%)
in 1984(%) 1984-89(%) consistency(%) ____________________________________
Sex of Wanted more Wanted no more
children _________  __________  ___________  __________________  _______________
in 1984 Treat Comp Treat Comp Treat Comp Treat(N) Comp(N) Treat(N) Comp(N)
One child
No son 100.0 100.0 90.8 88.5 -9.2 -11.5 9.2(141) 11.5(87) 0.0(0) 0.0(0)
One son 96.0 100.0 85.7 93.8 -10.7 -6.2 11.5(148) 6.2(81) 16.7(6) 0.0(0)
P-value 0.17 0.22 0.52 0.22
Two children
No son 97.0 94.0 96.0 88.8 -1.0 -5.5 2.7(73) 8.8(34) 50.0(2) 50.0(2)
One son 75.0 70.0 79.6 81.9 6.1 17.0 17.2(134) 16.7(66) 69.8(43) 78.6(28)
Two sons 83.0 85.0 77.0 89.3 -7.2 5.0 15.4(91) 7.5(40) 38.9(18) 71.4(7)
P-value 0.00 0.39 0.01 0.29 0.07 0.63
Three children
No son 95.0 73.0 78.0 66.6 -17.9 -8.7 17.9(39) 18.2(11) 0.0(2) 25.0(4)
One son 68.0 59.0 70.6 75.3 3.8 27.6 24.7(81) 10.9(46) 60.5(38) 54.8(31)
Two sons 31.0 23.0 66.6 71.4 114.8 210.4 20.0(40) 12.5(16) 60.7(89) 66.7(54)
Three sons 72.0 68.0 69.1 68.0 -4.0 0.0 17.5(40) 11.8(17) 33.3(15) 25.0(8)
P-value 0.57 0.83 0.75 0.93 0.08 0.06
Four children
No son 75.0 100.0 75.0 90.0 0.0 -10.0 20.0(15) 10.0(10) 60.0(5) 0.0(0)
One son 56.0 43.0 60.0 74.3 7.1 72.7 26.7(45) 17.6(17) 42.9(35) 68.2(22)
Two sons 12.0 11.0 50.4 60.3 320.0 448.1 18.7(16) 14.3(7) 45.9(111) 57.1(56)
Three sons 11.0 16.0 47.5 62.0 331.8 287.5 36.4(11) 12.5(8) 45.6(90) 57.1(42)
Four sons 62.0 33.0 62.5 55.5 0.8 68.1 33.3(15) 33.3(3) 55.6(9) 50.0(6)
P-value 0.10 0.24 0.78 0.89 0.93 0.77
Five children or more
No son 75.0 62.0 75.0 50.0 0.0 19.3 16.7(6) 40.0(5) 50.0(2) 33.3(3)
One son 39.0 24.0 40.6 53.6 4.1 123.3 36.0(25) 30.0(10) 25.6(39) 48.4(31)
Two sons 7.0 5.0 30.4 47.1 334.2 842.0 33.3(9) 33.3(6) 27.7(119) 46.0(100)
Three sons 3.0 0.0 27.9 39.2 830.0 - 60.0(5) 0.0(1) 27.5(131) 39.6(101)
Four sons 7.0 5.0 33.6 42.4 380.0 748.0 33.3(9) 0.0(5) 30.9(110) 39.1(87)
Five sons+ 6.0 9.0 26.9 41.1 348.3 356.6 16.7(6) 33.3(6) 22.9(83) 38.7(62)
P-value 0.04 0.64 0.67 0.44 0.83 0.83
Sources: IDS 1984 and DSS (1984-89)
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6.5.3 Inconsistency by sociocultural factors
In both areas the percentages of women who wanted more children were lower than 
the percentages of women who had more for each education category (Table 6.5). At 
the aggregate level inconsistency was lowest for the highest education category; 
knowledge of contraception and strong motivation are important in translating a 
preference into behaviour. When possession of items is considered, inconsistency at 
the aggregate level was lower for the better-off in the treatment area, while it is 
inverted U-shaped in the comparison area; the percentages of women who desired 
more children and who had more were very similar in the treatment area for those 
who possessed 3 or more items. At the individual level inconsistency did not show a 
negative relationship by woman's education and possession of items in either area, 
either for those who wanted more children or for those who wanted no more, except 
for education of woman among those who wanted more children and possession of 
items among those who wanted no more in the treatment area. In both areas current 
use of contraception did not vary much by socioeconomic group (Khan et al. 1989), 
but better-off and educated women may have been more motivated and may have 
used contraception more efficiently than other groups, particularly in the treatment 
area where it is widely available.
The percentage of women who wanted more children was lower than the percentage 
of women who had more in both areas for Muslims, but for Hindus the percentage of 
women who wanted more was higher than the percentage of women who had more 
in the treatment area (Table 6.5). Hindu women are less conservative than Muslims 
(Maloney, Aziz & Sarker 1981) and are probably more motivated to use 
contraception efficiently in the treatment area. At the individual level, among those 
who wanted more children inconsistency was higher for Hindus than for Muslims in 
the treatment area, but the opposite pattem held in the comparison area. Among 
those who wanted no more children inconsistency was lower for Hindus than for
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Muslims in the treatment area but levels were similar in the comparison area. High 
inconsistency for Hindu women among those who wanted more children in the 
treatment area may be because they changed their minds either to limit family size or 
to postpone births for longer intervals; lower inconsistency in the treatment area 
among those who wanted no more children may be due to effective use of 
contraception as they were motivated to cease childbearing.
Table 6.5
Aggregate and individual inconsistency between desire for children in 1984 and 
fertility behaviour during 1984-89 of currently married, non-pregnant and fecund 
women aged 15-44 in non-sterilized unions by sociocultural characteristics, 
treatment and comparison areas
Wanted more Had more in Aggregate in- Inconsistency at individual level (%)
in 1984(%) 1984-89(%) consistency(%) ______________________________________
Character- Wanted more Wanted no more
istics _________  __________  ___________  __________________  _______________
Treat Comp Treat Comp Treat Comp Treat(N) Comp(N) Treat(N) Comp(N)
Education of woman (yrs)
0 50.5 42.0 59.9 64.2 18.6 54.8 19.3(512) 14.4(299) 38.6(502) 48.7(413)
1-4 52.3 43.5 62.4 65.3 19.3 50.1 17.3(307) 13.7(124) 40.0(280) 49.1(161)
5+ 55.5 56.8 63.7 70.4 14.7 23.9 15.4(208) 17.4(92) 37.7(167) 54.3(70)
Possession of items 
None 50.6 44.7 62.7 64.3 23.9 43.8 16.4(408) 16.5(249) 41.4(399) 48.7(308)
1-2 51.5 43.5 61.1 66.0 18.6 51.7 18.3(453) 13.3(203) 39.2(426) 50.0(264)
3+ 57.2 46.7 58.3 67.4 1.9 44.3 20.5(166) 12.7(63) 29.8(124) 50.0(72)
Religion
Muslim 50.7 43.4 62.0 64.5 22.2 48.6 16.9(865) 15.6(450) 40.2(841) 49.3(588)
Hindu 60.0 53.7 57.4 71.9 -4.3 33.9 23.5(162) 9.2( 65) 28.7(108) 50.0(56)
Contraceptive
User
use
41.3 24.0 49.4 53.7 19.6 123.7 22.6(310) 17.2(29) 29.7(441) 44.6(92)
Non-user 58.5 46.8 68.7 66.7 17.4 42.5 15.9(717) 14.6(486) 46.9(508) 50.2(552)
Sources: SES 1982, IDS 1984 and DSS (1984-89)
In both areas the percentages of women who wanted more children were lower than 
the percentages of women who had more for both users and non-users of 
contraception (Table 6.5). However, in the comparison area the percentage who 
wanted more children was unusually low for users of contraception; this was 
probably due to low contraceptive use to space births. At the aggregate level
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inconsistency was similar in the treatment area for users and non-users of 
contraception, but in the comparison area it was much higher for users than for non­
users. In the treatment area contraceptive use was high and non-users were usually 
not highly exposed to pregnancy which might have resulted in a low level of 
inconsistency, while in the comparison area users were probably less motivated, with 
an inadequate supply of contraceptives resulting in high inconsistency. Inconsistency 
at the individual level among those who wanted more children was higher for users 
than for non-users of contraception in both areas, but among those who wanted no 
more children inconsistency was higher for non-users than for users. However, the 
differences in inconsistency were small in the comparison area among both those 
who wanted more children and those who wanted no more. Higher inconsistency for 
users among those who wanted more children suggests that women used 
contraception either for much longer intervals than originally intended or continued 
to use it to cease childbearing. It is true that older women are less fecund, which 
probably prevented them from converting their preferences into behaviour.
For all women (in sterilized and non-sterilized unions) the pattem of aggregate 
inconsistency by demographic and sociocultural characteristics was similar to that of 
women in non-sterilized unions, although levels were lower (Table B6.1). 
Inconsistency at the individual level among those who wanted no more children 
usually showed a similar pattern to that of women in non-sterilized unions. It is 
therefore reasonable to believe that there were no large selection effects when 
women in sterilized unions were excluded from the analysis.
Both groups, those who wanted more and those who wanted no more children, 
contributed to the inconsistency. However, a reason for being inconsistent is 
available for those who wanted no more children. Failure to give birth by those who 
wanted more children may be partly the result of the onset of subfecundity or of 
deliberate use of contraception. Moreover, some of these women may have changed
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their minds from wanting more children to wanting to stop childbearing. From 
among those who wanted no more children in 1984 but had a child during 1984-89, 
reasons for subsequent childbearing were obtained through the qualitative interviews 
(Chapter 5). Six out of ten women in the treatment area reported that they were using 
contraception but stopped because of side effects; five out of ten women in the 
comparison area reported that they wanted to stop childbearing but were not 
motivated to use contraception. The results suggest that the barriers to implementing 
desires to cease childbearing were quite different in the two areas, reflecting the 
different natures of the two family planning programs.
6.6 Preference and childbearing: a multivariate analysis
In this section analyses were undertaken separately for women in non-sterilized 
unions and those in non-sterilized unions who wanted no more children. In fact, 
those who wanted no more children but nevertheless had another child were 
numerous. The separate analysis of those who wanted no more children enhances 
understanding of the levels and determinants of unwanted births in this population.
6.6.1 Women in non-sterilized unions
The results of the final models are shown in Table 6.6 (for full models see Table 
B6.2). In the treatment area whether has a son and education of woman, and in the 
comparison area whether has a son, education of woman, possession of items, 
religion and contraceptive use produced no significant change in deviance with the 
response variable and were therefore excluded from the model. Marriage duration 
was not significant in the comparison area but was kept in the model for its 
theoretical importance.
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Table 6.6
Logistic regression models of whether at least one live birth occurred during 1984-89 
to currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions by selected characteristics, treatment and comparison areas
Variable
Treatment Comparison
B SE Odds Ratio B SE Odds Ratio
Constant 5.2330 0.5227 7.4540 0.7261
Age of woman -0.1353 0.0297 0.87 -0.2165 0.0397 0.80
Marriage duration -0.0691 0.0270 0.93 -0.0279 0.0354 0.97
No. of living children 0.1920 0.0466 1.21 0.2420 0.0568 1.27
Woman's desire for children
More 1.00 1.00
No more -0.8153 0.1446 0.44 -0.5005 0.2118 0.60
Possession of items
None 1.00
1-2 -0.1838 0.1262 0.83
3+ -0.6616 0.1771 0.51
Religion
Muslim 1.00
Hindu -0.5684 0.1741 0.56
Contraceptive use
User 1.00
Non-user 0.8499 0.1197 2.34
Comparison of models
(1) Full model*
Log-likelihood (df) 1853.3 (1964) 1030.4 (1147)
(2) Null model
Log-likelihood (df) 2636.9 (1975) 1496.2(1158)
(3) Final model
Log-likelihood (df) 1854.5 (1967) 1042.2(1154)
2-3 782.4 (8) 454.0 (4)
3-1 1.1 (3) 11.8 (7)
Sources: SES 1982, IDS 1984 and DSS (1984-89) 
Note: +See Table B6.2
In both areas after controlling all the variables in the model, older women and 
women with longer marriage durations were less likely, but those who had many 
children were more likely, to report an interim birth. That the probability of giving 
birth was low for older women and those with longer marriage durations may be due 
to impaired fecundity and the 'grandmatemar effect. Moreover, older women may 
have had low coital frequency and were more likely to have been sterilized during
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the follow-up period. On the other hand those who had many children may have had 
strong religious beliefs which motivated them not to control their fertility, resulting 
in more children. Whether has a son, categorized as 'no son' and 'one or more sons' 
(also fewer than two sons and two or more sons), showed no significant relation with 
the response variable. This result indicates that although son preference is strong 
(Chapter 4) it did not influence subsequent fertility. One possible reason for this is 
that women without sons were disproportionately concentrated at low parities, at 
which even women with sons were strongly motivated to have another child simply 
because their desired family sizes had not yet been achieved. In the future, a much 
higher level of contraceptive use to space births may produce an effect of son 
preference on fertility by causing women of any given parity with sons to proceed 
less rapidly to the next birth.
Women who wanted no more children were 0.44 times as likely to report an interim 
birth in the treatment area and 0.60 times as likely to do so in the comparison area as 
those who wanted more children. Only in the treatment area the probability of giving 
birth was lower for the better-off, for Hindus and for users of contraception. Hindus 
are probably better motivated and used contraception more effectively, resulting in 
fewer births. Hindu women used more contraception than Muslim women, 
particularly in the treatment area (Chapter 5). On the other hand fewer births to users 
than non-users of contraception are expected, while better-off women are expected to 
be better motivated to prevent births.
6.6.2 Women who wanted no more children in non-sterilized unions
A number of factors may have influenced the occurrence of births to women who 
wanted no more children. The wishes of the wife may have been overridden by the 
husband. Fertility could have been influenced by others: in-laws, parents and society. 
The death of a child may have caused revision of the desire for no more children.
139
Failure of contraception may have led to an unwanted pregnancy, or there may have 
been a voluntary cessation of contraception after experience of health problems. For 
whatever reason a large number of women who wanted no more children 
experienced an unwanted birth according to the definition used here.
In this study, husbands were not interviewed, but wives were asked about their 
husbands' opinions regarding additional children, and the responses were used as a 
proxy for husband's desire for more children. Responses given by wives about their 
husbands' views are not necessarily reliable, but to the extent that women are aware 
of or willing to admit to differences in attitude between themselves and their 
husbands, the information can be used to help understand their subsequent fertility, 
family size expectations and family planning behaviour (Coombs & Chang 1981; 
Clifford, Lake & Brannon 1987).
Table 6.7 shows distributions of women who wanted and did not want another child 
by their perceptions of their husbands' desires for more children. Of women who 
wanted no more children about 70 per cent believed that their husbands also wanted 
no more, while the rest either believed they wanted more or did not know then- 
husbands' views. In the following analysis the husband's perceived fertility desire 
was also included as an independent variable; the 'not known' category being treated 
as if more children were wanted.
The results of the final models are shown in Table 6.8 (for full models see Table 
B6.3). In the treatment area whether has a son and possession of items, and in the 
comparison area whether has a son, education of woman, possession of items, 
religion and contraceptive use were found to be insignificant and were therefore 
excluded from the models. Marriage duration was found to be insignificant in the 
comparison area but was kept in the model because of its theoretical importance.
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Table 6.7
Percentage distributions of currently married, non-pregnant and fecund women aged 
15-44 in non-sterilized unions who wanted and did not want more children by 
husband's desire for more children, treatment and comparison areas
Woman's
Husband’s desire for more children in 1984
desire
for
Treatment Comparison
children 
in 1984
Wanted
more
Wanted 
no more
Not
Known
Total Wanted
more
Wanted 
no more
Not
known
Total
Wanted more 84.3 3.2 12.5 100.0 79.3 1.7 19.0 100.0
Wanted no more 13.2 66.6 20.2 100.0 10.2 68.2 21.6 100.0
Source: IDS 1984
In both areas after all variables were controlled, those who were older and had been 
married longer were less likely to report an interim birth, but those who had many 
children were more likely to do so.
In the treatment area those whose husbands wanted no more children were 0.49 
times less likely to report an interim birth and in the comparison area 0.55 times 
likely than those whose husbands wanted more. In a male-dominated society such as 
Bangladesh, it is to be expected that the husband's desire for children will have a 
greater effect on a couple's fertility behaviour. In the study area women are usually 
housewives and males are the main breadwinners and play the major role in 
household decision making.
In the treatment area but not in the comparison area the probability of giving birth 
was relatively low for education category 5 and more years of schooling, for Hindus 
and for users of contraception. In the study area women usually do not work in jobs 
outside the home, irrespective of level of education. However, educated women are 
probably better motivated to use contraception effectively if they want no more 
children. Hindu women, as mentioned earlier, were probably better motivated and
141
used contraception more effectively than Muslim women; more births to non-users 
than to users of contraception are expected.
Table 6.8
Logistic regression models of whether at least one live birth occurred during 1984-89 
to currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions who wanted no more children by selected characteristics, treatment and
comparison areas
Variable
Treatment Comparison
B SE Odds Ratio B SE Odds Ratio
Constant 4.6390 0.7240 7.3850 0.9876
Age of woman -0.1079 0.0413 0.89 -0.1983 0.0515 0.82
Marriage duration -0.0968 0.0389 0.91 -0.0330 0.0462 0.97
No. of living children 0.1272 0.0591 1.13 0.1353 0.0654 1.14
Husband's desire for children
More 1.00 1.00
No more -0.7092 0.1633 0.49 -0.6017 0.2036 0.55
Education of woman (yrs)
0 1.00
1-4 0.0510 0.1796 1.05
5+ -0.5490 0.2267 0.57
Religion
Muslim 1.00
Hindu -0.5448 0.2740 0.58
Contraceptive use
User 1.00
Non-user 0.9842 0.1627 2.67
Comparison of models
(1) Full model+
Log-likelihood (df) 980.4 (937) 681.4 (632)
(2) Null model
Log-likelihood (df) 1268.3 (948) 892.6 (643)
(3) Final model
Log-likelihood (df) 984.8 (940) 686.4 (639)
2-3 283.5 (8) 206.2 (4)
3-1 4.4 (3) 5.0 (7)
Sources: SES 1982, IDS 1984 and DSS (1984-89) 
Note: +See Table B6.3
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6.7 Preferred timing of next child
Women who wanted more children were asked 'When do you want your next child?' 
In the treatment area 1,027 women wanted more children while 515 women wanted 
more in the comparison area. Figure 6.1 shows the distribution of women according 
to the preferred timing of their next child. It can clearly be seen that most of the 
women responded in the imprecise category 'not so early'. A small proportion of 
women wanted their next child within six months, which is biologically not possible 
because none of them was pregnant. Probably they meant that they wanted to 
become pregnant within six months. Women who wanted their next child within 6 
months, within 6-11 months and within 1-2 years were added together to form a 
category wanting the next child 'soon'. Those who wanted the next child 'not so early' 
or 'after two years' were treated separately, while those who said that they 'do not 
know' were excluded.
The percentage distributions of women who wanted the next child 'soon', 'not so 
early' and 'after two years' were similar in the two areas (Table 6.9). When 
percentage distributions were examined by demographic and sociocultural 
characteristics, with a few exceptions they are similar in these three preference 
categories, indicating that responses are reliable.
6.8 Preferred timing and subsequent child: correlates of inconsistency
In the following analysis those women who wanted the next child 'soon' were 
considered not consistent if they failed to have a child within two years while those 
women who wanted their next child 'not so early' were considered not consistent if 
they had a child within two years. The focus here is on inconsistency patterns by 
demographic and sociocultural characteristics for those who wanted the next child
143
'soon' and those who wanted it 'not so early'. No analysis of the behaviour of those 
who wanted a child 'after two years' is attempted because of the small numbers.
Figure 6.1
Percentage distributions of currently married, non-pregnant and fecund women aged 
15-44 in non-sterilized unions who wanted another child according to preferred 
timing of the next child, treatment and comparison areas
Within 6 m .- 12 m .- 24 m. Not so Don't
6 m. 12 m. 24 m. or early know
more
Source: IDS 1984
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Table 6.9
Percentage distributions of currently married, non-pregnant and fecund women aged 
15-44 in non-sterilized unions who wanted another child according to the preferred 
timing of next child by selected characteristics, treatment and comparison areas
Characteristics Soon N ot so early After 2 years Total
Treat Comp Treat Comp Treat Comp Treat(N) Comp(N)
Age of woman 
<25 26.5 25.3 67.3 69.2 6 .2 5.5 100.0(514) 100.0(253)
25-29 21.5 2 2 .6 72.5 71.8 6 .0 5.6 100.0(265) 100.0(124)
30-34 33.8 41.8 60.3 56.7 5.9 1.5 100.0(136) 100.0(67)
35-39 32.7 41.2 57.1 55.9 1 0 .2 2.9 100.0(49) 100.0(34)
Marriage duration
<5 25.2 29.2 69.3 62.5 5.5 8.3 100.0(27) 100.0(72)
5-9 26.7 2 2 .2 67.6 73.3 5.7 4.5 100.0(374) 100.0(180)
10-14 2 0 .6 29.4 71.8 64.7 7.6 5.9 100.0(248) 100.0(119)
15+ 33.5 35.5 60.0 62.6 6.5 1.9 100.0(215) 100.0(107)
No. of living children
0 85.7 94.7 11.4 5.3 2.9 0 .0 100.0(70) 100.0(38)
1 21.5 23.8 72.0 70.7 6.5 5.5 100.0(275) 100.0(147)
2 24.6 17.8 70.1 74.1 5.3 8.1 100.0(281) 100.0(135)
3 18.7 27.2 72.0 70.3 9.3 2.5 100.0(193) 100.0(81)
4+ 21.4 2 2 .1 73.1 75.3 5.5 2 .6 100.0(145) 100.0(77)
Whether has a son
0 35.4 40.2 59.7 55.7 4.9 4.1 100.0(328) 100.0(174)
1+ 21.9 2 1 .1 71.1 73.7 7.0 5.2 100.0(636) 100.0(304)
Education of woman (yrs)
0 28.2 27.0 65.9 68.3 5.9 4.7 100.0(475) 100.0(281)
1-4 25.3 27.5 67.2 67.9 7.5 4.6 100.0(293) 100.0(109)
5+ 24.0 31.8 70.4 62.5 5.6 5.7 100.0(196) 1 0 0 .0 (8 8 )
Possession of items
None 26.6 27.3 67.8 6 8 .0 5.6 4.7 100.0(379) 100.0(231)
1-2 27.3 29.1 65.4 66.7 7.3 4.2 100.0(425) 100.0(189)
3+ 23.8 27.6 70.6 65.5 5.6 6.9 100.0(160) 100.0(58)
Religion
Muslim 25.4 27.4 68.3 67.8 6.3 4.8 100.0(815) 100.0(419)
Hindu 32.2 32.2 61.1 62.7 6.7 5.1 100.0(149) 100.0(59)
Contraceptive use
User 17.2 13.8 73.9 79.3 8.9 6.9 100.0(303) 100.0(29)
Non-user 30.7 29.0 64.1 66.4 5.2 4.6 100.0(661) 100.0(449)
All 26.5 28.0 67.2 67.2 6.3 4.8 100.0(964) 100.0(478)
Sources: SES 1982, IDS 1984 and DSS (1984-89) 
Note: Do not know category was excluded.
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6.8.1 Those who wanted a child 'soon'
Overall inconsistency was similar in the two areas: about 46 per cent failed to have a 
child within two years (Table 6.10, columns 1 and 2). Among those who wanted the 
next child 'soon', about 18 per cent in the treatment area and about 2 per cent in the 
comparison area were using contraception in 1984. However, this difference in use 
of contraception was not reflected in the inconsistency levels. In both areas women 
at older ages and longer marriage durations were more inconsistent than those at 
younger ages and shorter marriage durations. As mentioned earlier, high 
inconsistency at older ages and longer marriage durations may be due to lower 
fecundity and lower coital frequency compared to women of younger age and shorter 
marriage duration. Inconsistency levels by number of living children and whether 
has a son did not show a systematic pattem.
Inconsistencies were low for the two highest education categories in the treatment 
area and those who possessed 3 or more items in both areas. Lower inconsistency for 
the better-off may be due to better nutrition; fecundity improves with increase in the 
level of nutrition. Those in the lower education and possession of items categories 
are mostly the wives of agricultural labourers and fishermen; separation of husband 
and wife through temporary migration for work in neighbouring districts or at night 
for fishing is common, and may have contributed to lower coital frequency and thus 
higher inconsistency.
Inconsistency was higher for users than for non-users of contraception; this may be 
due to postponing births for longer intervals. In the treatment area inconsistency was 
higher for Hindus than for Muslims, but in the comparison area the pattem was the 
opposite.
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Table 6.10
Individual inconsistency of currently married, non-pregnant and fecund women aged 
15-44 in non-sterilized unions who wanted next child 'soon' and those wanted next 
child 'not so early' by selected characteristics, treatment and comparison areas
Character- Inconsistency among those who Inconsistency among those who
istics wanted a child 'soon' (%)a wanted a child 'not so early' (%)*>
Treat(N) Comp(N) Treat(N) Comp(N)
1 2 3 4
Age of woman 
<25 37.5(136) 31.3(64) 40.8(346) 58.3(175)
25-29 47.4(57) 50.0(28) 41.1(192) 52.8(89)
30-34 54.3(46) 50.0(28) 40.2(82) 42.1(38)
35+ 87.5(16) 92.9(14) 32.1(28) 42.1(19)
Marriage duration 
<5 40.6(32) 28.6(21) 40.9(88) 57.8(45)
5-9 38.0(100) 37.5(40) 40.7(253) 59.8(132)
10-14 45.1(51) 48.6(35) 37.1(178) 50.6(77)
15+ 59.7(72) 60.5(38) 44.2(129) 43.3(67)
No. of living children 
0 51.7(60) 61.1(36) 12.5(8) 0.0(2)
1 39.0(59) 31.4(35) 44.9(198) 61.5(104)
2 44.9(69) 45.8(24) 37.6(197) 60.0(100)
3 44.4(36) 50.0(22) 34.5(139) 31.6(57)
4+ 51.6(31) 35.3(17) 47.2(106) 53.4(58)
Whether has a son 
0 44.8(116) 51.4(70) 42.3(196) 67.0(97)
1+ 46.8(139) 39.1(64) 39.6(452) 48.2(224)
Education of woman (yrs)
0 54.5(134) 42.1(76) 39.0(313) 55.2(192)
1-4 35.1(74) 50.0(30) 40.6(197) 56.8(74)
5+ 38.3(47) 50.0(28) 43.5(138) 45.5(55)
Possession of items 
None 47.5(101) 44.4(63) 45.1(257) 53.5(157)
1-2 49.1(116) 52.7(55) 37.8(278) 58.7(126)
3+ 31.6(38) 25.0(16) 36.3(113) 39.5(38)
Religion
Muslim 44.9(207) 47.0(115) 41.5(557) 52.8(284)
Hindu 50.0(48) 36.8(19) 34.1(91) 62.2(37)
Contraceptive use 
User 55.8(52) 50.0(4) 28.6(224) 34.8(23)
Non-user 43.3(203) 45.4(130) 46.7(424) 55.4(298)
All 45.9(255) 45.5(134) 40.4(648) 53.9(321)
Sources: SES 1982, IDS 1984 and DSS (1984-89)
Note: ^Inconsistent through having no birth within two years; ^Inconsistent through having birth 
within two years.
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6.8.2 Those who wanted a child 'not so early'
Overall inconsistency was lower in the treatment area than in the comparison area: 
40 per cent had a child within the next two years compared to 54 per cent (Table 
6.10, columns 3 and 4). The difference in inconsistency between the two areas was 
certainly due to the difference in level of contraception. Among those who wanted 
the next child 'not so early', about 32 per cent in the treatment area and about 7 per 
cent in the comparison area were using contraception in 1984. In both areas 
inconsistencies by life-cycle stage did not show a systematic pattem.
In the treatment area inconsistency by education of woman did not show a systematic 
pattem while by possession of items it showed a negative relationship. In the 
comparison area it was in both cases distinctly lower for the highest category. Lower 
inconsistency for the highest education and possession of items categories may be 
due to efficient use of contraception.
Muslims had higher inconsistency than Hindus in the treatment area but the opposite 
pattern held in the comparison area. There is no obvious explanation for this 
difference, but this is of limited consequence given that religion does not emerge as a 
significant variable in multivariate models to be presented shortly. Inconsistency was 
higher for non-users than for users of contraception in both areas indicating that 
users were better able to postpone births in accordance with their desires.
6.9 Preferred timing and subsequent child: a multivariate analysis
This section examines preferred timing of the next child and subsequent fertility for 
those who wanted the next child 'soon' and those who wanted the next child 'not so 
early' controlling woman's age, marriage duration, number of living children,
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whether has a son, education of woman, possession of items, religion and 
contraceptive use.
6.9.1 Those who wanted a child 'soon'
The results of the final models are shown in Table 6.11 (for full models see Table 
B6.4). In the treatment area age of woman and education of woman, and in the 
comparison area age of woman, were found to be significant. However, marriage 
duration and number of living children were kept in both models whether significant 
or not because of their theoretical importance.
Table 6.11
Logistic regression models of whether a live birth occurred within 2 years to 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions who wanted next child 'soon' by selected characteristics, treatment and
comparison areas
Variable
Treatment Comparison
B SE Odds Ratio B SE Odds Ratio
Constant 1.379 1.2300 4.0700 1.678
Age of woman -0.0502 0.0643 0.95 -0.1608 0.0938 0.85
Marriage duration -0.0503 0.0601 0.95 -0.0640 0.0863 0.94
No. of living children 0.1736 0.1155 1.19 0.6107 0.1809 1.84
Education of woman (yrs)
0 1.00
1-4 0.7449 0.3097 2.10
5+ 0.4744 0.3571 1.61
Comparison of models
(1) Full model+ 
Log-likelihood (df) 324.3 (244) 148.5 (123)
(2) Null model
Log-likelihood (df) 351.7 (254) 184.7(133)
(3) Final model
Log-likelihood (df) 330.4 (249) 155.1 (130)
2-3 21.3 (5) 29.6 (3)
3-1 6.1 (5) 6.6 (7)
Sources: SES 1982, IDS 1984 and DSS (1984-89) 
Note: +See Table B6.4
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In both areas older women had higher inconsistency than younger women, but those 
with many children had lower inconsistency than those with fewer children. Higher 
inconsistency for older women was probably due to lower fecundity, while those 
who had many children may have been more fecund, or owing to their religious 
beliefs may not have controlled fertility. In the treatment area for unknown reasons 
educated women had lower inconsistency than illiterate women.
6.9.2 Those who wanted a child 'not so early'
The results of the final models are shown in Table 6.12 (for full models see Table 
B6.5). In the treatment area contraceptive use, and in the comparison area age of 
woman, were found to be significant. However, age of woman, duration of marriage 
and number of living children were kept in the models whether significant or not 
because of their theoretical importance. In the treatment area non-users of 
contraception had higher inconsistency than users, which is expected.
6.10 Discussion
This chapter has examined the reproductive preferences of 1984 and subsequent 
fertility over 5.75 years in the treatment and comparison areas. When currently 
married, non-pregnant and fecund women in non-sterilized unions were considered, 
the number who gave birth during the follow-up period was 18 per cent higher than 
desired in the treatment area and 47 per cent higher than desired in the comparison 
area. Among those women who wanted more children, 82 per cent in the treatment 
area and 85 per cent in the comparison area gave birth compared to 39 per cent and 
49 per cent of those who wanted no more children. That a similar percentage gave 
birth in the two areas among those who wanted more children is expected, because 
few women would space births longer than 5.75 years apart. That a lower percentage 
gave birth in the treatment area among those who wanted no more children was most
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likely the result of higher use of contraception. It cannot, however, be discounted 
that over time more women in the comparison area than in the treatment area 
changed their preferences to wanting more children from wanting no more (see 
Chapter 7, section 7.2.2). Nonetheless, a large number of unwanted births occurred 
despite contraception being widely available. This result indicates that the family 
planning programs operating in these two areas can still make a substantial impact on 
fertility by reducing these unwanted births.
Table 6.12
Logistic regression models of whether a live birth occurred within 2 years to 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions who wanted next child 'not so early' by selected characteristics, treatment and
comparison areas
Treatment Comparison
Variable B SE Odds Ratio B SE Odds Ratio
Constant -0.0532 0.7670 1.7330 1.0190
Age of woman -0.0535 0.0446 0.95 -0.0696 0.0603 0.93
Marriage duration 0.0062 0.0386 1.00 0.0070 0.0558 1.01
No. of living children 0.1695 0.1001 1.18 0.0407 0.1365 1.04
Contraceptive use 
User 1.00
Non-user 0.8135 0.1782 2.25
Comparison of models 
(1) Full model+ 
Log-likelihood (df) 841.4 (637) 418.9 (310)
(2) Null model 
Log-likelihood (df) 874.4 (647) 443.0 (320)
(3) Final model 
Log-likelihood (df) 850.1 (643) 436.8 (317)
2-3 24.3 (4) 6.2 (3)
3-1 8.7 (6) 17.9 (7)
Sources: SES 1982, IDS 1984 and DSS (1984-89) 
Note- +See Table B6.5
After all variables in a multivariate analysis were controlled for, women who wanted 
no more children were 0.44 times less likely to report an interim birth in the 
treatment area and 0.60 times less likely in the comparison area than those who 
wanted more children. In both areas the probability of giving birth during the follow-
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up period was inversely related to age of woman and duration of marriage, which 
was expected. However, for number of living children the relationship was the 
opposite. Those who had many children may have been a select group with strong 
religious beliefs against contraception. It may be that they discontinued 
contraception because of side effects or after encountering objections from family 
members. For those who wanted more and for those who wanted no more children 
the probability of giving birth during the follow-up period was lower for the better- 
off, for Hindus and for users of contraception in the treatment area but not in the 
comparison area. The results indicate differential success of the Family Planning and 
Health Services Program in achieving subsequent fertility.
For women who wanted no more children, husband's desire for more children had a 
substantial effect on whether a birth nonetheless occurred in each area: those whose 
husbands wanted no more children were 0.49 times less likely to have a birth during 
the follow-up period in the treatment area, and 0.55 times less likely to do so in the 
comparison area than those whose husbands wanted more. Although the number of 
children a couple desire may be influenced by other individuals such as in-laws, 
husband-wife agreement on this issue is vital. In the treatment area but not in the 
comparison area the unwanted births were lower for the highest education category, 
for Hindus and for users of contraception, indicating that the Family Planning and 
Health Services Program was not able to prevent unwanted births in all sociocultural 
subgroups equally.
In both areas a preference for sons exists (Chapter 4) and the relationship between 
son preference and contraception also exists among those who wanted a birth after 
one year (Chapter 5), but the relationship between son preference and subsequent 
fertility was not significant; probably a much higher level of contraception to 
postpone births is required for a prominent effect of son preference on fertility. The
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finding corresponds to those of Chowdhury and Bairagi (1990) and Bairagi and 
Längsten (1986), but contradicts that of Rahman and DaVanzo (1993).
For those who wanted the next child 'soon' levels of inconsistency (not having a birth 
within two years) were similar in the two areas but for those who wanted the next 
child 'not so early’, the level of inconsistency (having a birth in two years) was 
higher in the comparison area than in the treatment area. Similar levels of 
inconsistency among those who wanted the next child 'soon' indicate that availability 
of contraception had no influence, but for those who wanted the next child 'not so 
early', wider availability does matter. Inconsistency was higher for older than for 
younger women among those who wanted the next child 'soon' and those who 
wanted the next child 'not so early'; this is probably due to biological factors. 
Sociocultural differentials in failure to achieve preferred timing of the next child 
were largely absent in the two areas, indicating that all sociocultural subgroups were 
equally capable of predicting the timing of the next child.
Chapter 7
Change in reproductive preferences in the treatment and 
comparison areas: 1975-1990
7.1 Introduction
Chapter 4 examined levels and determinants of reproductive preferences (1990-91). 
This chapter examines change in reproductive preferences over time (1975-90). The 
changes are examined through both time series (treatment and comparison areas) and 
longitudinal data (treatment area).
Studies conducted during the 1960s and 1970s documented high fertility, but a 
relatively low desired family size, among Bangladeshi women, with a large number 
of women expressing a desire to cease childbearing. Freedman and Coombs (1974) 
argued that during the demographic transition in the West there must have been a 
period when many couples came to want no more children; this was probably due to 
the gradual development of a new value: wanting fewer children. After the Second 
World War mortality started declining in many developing countries, including 
Bangladesh. The decline in mortality without a decline in fertility resulted in the 
survival of many more children, which probably generated considerable pressure at 
both household and societal levels and created the motivation for small family size.
In recent years a further decline in desired family size has been noted, beyond those 
recorded during 1960-70. According to classical transition theory, social and 
economic development reduces the desire for children. This is probably true for 
many societies, but is far from being the whole story. Demand for children may also 
be reduced under modem conditions of world interdependence and communication,
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and poverty, combined with lower mortality and the perception that things can be 
better with fewer rather than more children (Freedman, Khoo & Supraptilah 1981; 
Freedman & Freedman 1986). The idea of small family size may spread as part of 
the diffusion of Western values (Caldwell 1980).
There are two objectives for the analysis in this chapter. The first is to examine 
change in desired family size and desire for more children at aggregate level and 
assess whether that change occurred uniformly across demographic subgroups. The 
second objective is to examine women's desire for more children as expressed in 
1984, its influence on fertility during 1984-89, and subsequent changes in preference 
as expressed in 1989.
7.2 Change in reproductive preferences at the aggregate level
This section examines change in desired family size (also desire for sons and desire 
for daughters) and desire for more children, and whether that change occurred across 
woman's age and number of living children categories. To study change in desired 
family size, data sets were 15 years apart (1975-90), while to study change in desire 
for more children, data sets were about six years apart (1984-90).
7.2.1 Desired family size
Between the 1975 CDP and the 1990 KAP, a considerable decline in mean desired 
family size occurred in the treatment and comparison areas, from about 4.3 to 3.1 
children (Table 7.1). A possible explanation is that the decline was due to different 
wording of the preference questions. As mentioned in Chapter 3, these two desired 
family size questions were similar, although the effect of rationalization may have 
been greater in the 1990 KAP than in the 1975 CDP. If so, the magnitude of the 
decline in desired family size will have been underestimated.
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Using a similar concept, desired family size data were also collected at the national 
level both in the 1969 National Impact Survey (NIS) and in the 1975 World Fertility 
Survey; mean desired family sizes in these two surveys were similar and they were 
similar to the 1975 CDP. In the 1969 NIS survey respondents were asked 'In your 
opinion what is the appropriate desired number of children for your whole life?' 
(Amin & Faruqee 1980:31). In the 1975 WFS respondents were asked 'If you could 
choose exactly the number of children to have in your whole life, how many children 
would that be?’ (Ministry of Health & Population Control 1978:C24). As mean 
desired family size from the 1975 CDP is similar to those collected by the two 
national-level surveys around the same period, it can be argued that the 1975 CDP 
figure reflects national-level estimates.
The desired family size data collected in the 1990 KAP were found to be similar to 
the ideal family size data collected in the 1991 QS (mean of 3.1 compared to 3.0). 
As these two surveys produced similar estimates, it can be argued that the difference 
in desired family size between 1975 and 1990 was mainly due to decline in family 
size rather than different concepts and ways of asking questions. The decline in 
family size preference has probably been replicated at the national level as the ideal 
family size of the Matlab study area was found similar to that of the adjoining area 
collected by the 1991 QS.
As there are no other data available for the Matlab study area between 1975 and 
1990 it is not known whether desired family size declined gradually or not. 
However, one study from another rural area of Bangladesh conducted in 1985 found 
a mean desired family size of 3.0 (Hoque 1988), which suggests that the decline 
probably occurred during 1975-85.
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When mean desired family sizes of 1975 were compared with those in 1990, with 
only a few exceptions desired family size declined fairly homogeneously across 
woman's age and number of living children categories in the two areas. Exceptions 
were probably due to small sample sizes in 1975 (Table 7.1). In 1990 mean desired 
family size increased more consistently with age of woman and number of living 
children than in 1975. The increase in desired family size with increase in age of 
woman and number of living children was probably due to a combination of 
implementation of preferences, underestimation of eventual desired family size by 
younger women and rationalization of achieved fertility as discussed in Chapter 4.
Table 7.1
Mean desired family sizes of currently married women aged 15-44 by demographic 
characteristics and area, 1975 and 1990
Characteristics
1975 1990
3-1 4-2
Treat(N)
1
Comp(N)
2
Treat(N)
3
Comp(N)
4
Age of woman
<20 4.50(36) 4.11(26) 2.90(187) 3.00(145) -1.60 -1.11
20-24 4.18(49) 4.13(39) 2.92(720) 3.01(592) -1.26 -1.12
25-29 4.18(39) 4.37(38) 2.97(879) 3.11(673) -1.21 -1.26
30-34 4.35(45) 4.55(36) 3.15(667) 3.33(488) -1.20 -1.22
35-39 4.05(37) 4.68(22) 3.28(514) 3.38(378) -0.77 -1.30
40+ 4.57(35) 5.66(12) 3.43(681) 3.54(538) -1.14 -2.12
No. of living children
0 4.00(20) 4.04(24) 2.80(232) 2.89(203) -1.20 -1.15
1 4.21(42) 4.03(27) 2.77(604) 2.80(401) -1.44 -1.23
2 4.35(35) 4.03(35) 2.87(693) 2.97(439) -1.48 -1.06
3 4.22(36) 4.50(24) 3.12(661) 3.16(469) -1.10 -1.34
4 4.00(32) 4.65(23) 3.40(570) 3.49(420) -0.60 -1.16
5 4.42(31) 4.65(23) 3.37(441) 3.44(355) -1.05 -1.21
6 5.11(18) 5.09(11) 3.48(255) 3.57(260) -1.63 -1.52
7+ 4.37(27) 5.33( 6) 3.60(192) 3.79(267) -0.77 -1.54
All 4.30(241) 4.37(173) 3.12(3648) 3.24(2814) -1.18 -1.13
Up to God/
Do not know (%) 17.1 27.2 1.7 3.4
Sources: CDP 1975 and KAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
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The decline in desired family size was also reflected in the percentage distribution of 
respondents by desired family size (Table 7.2). The modal desired family size was 
four in 1975 and had become three in 1990 in each area. In 1975 about 25 per cent of 
women in the treatment area and about 20 per cent in the comparison area reported 
desired family sizes of fewer than four children; this had increased to about 65 per 
cent in each area in 1990. Over the same period desire for large families almost 
disappeared; about 40 per cent of women in both areas reported a desired family size 
of five or more in 1975 compared to less than 4 per cent in 1990.
Table 7.2
Percentage distribution of currently married women aged 15-44 by desired 
family size and area, 1975 and 1990
Desired
fam ily
size
1975 1990
3-1 4-2
Treat
1
Comp
2
Treat
3
Comp
4
<2 0.4 0.0 0.1 0.1 -0.3 0.1
2 2.9 5.2 21.6 18.1 18.7 12.9
3 23.2 16.2 47.5 45.1 24.3 28.9
4 34.0 35.3 28.6 32.9 -5 .4 -2.4
5 18.7 22.5 1.7 2.5 -17 .0 -20.0
6+ 20.8 20.8 0.6 1.3 -20.2 -19.5
AH 100.0 100.0 100.0 100.0
N 241 173 3648 2814
Sources: CDP 1975 and KAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
7 .2.1.1 Desired number of sons
During 1975-90 the desired number of sons also declined, by about 50 per cent in 
each area (Table 7.3). When the mean desired number of sons of 1975 is compared 
with the mean desired number of sons of 1990 by woman's age and number of living 
children, with only a few exceptions the decline was again homogeneous across 
categories in the two areas.
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Table 7.3
Mean desired number of sons of currently married women aged 15-44 by 
demographic characteristics and area, 1975 and 1990
1975 1990
Treat(N) Comp(N) Treat(N) Comp(N)
Characteristics 1 2 3 4 3-1 4-2
Age of woman 
<20 3.88(45) 3.94(34) 1.73(187) 1.77(145) -2.15 -2.17
20-24 3.31(55) 3.72(51) 1.73(720) 1.80(592) -1.58 -1.92
25-29 4.36(60) 3.86(51) 1.78(879) 1.84(673) -2.58 -2.02
30-34 3.26(50) 3.55(43) 1.85(667) 1.94(488) -1.41 -1.61
35-39 2.81(38) 4.91(36) 1.92(514) 1.97(378) -0.89 -2.94
40+ 3.76(42) 4.58(19) 1.98(681) 2.00(538) -1.78 -2.58
No. of living children 
0 3.59(27) 3.60(30) 1.66(232) 1.67(203) -1.93 -1.93
1 4.00(54) 4.11(36) 1.65(604) 1.69(401) -2.35 -2.42
2 3.61(41) 3.47(44) 1.72(693) 1.75(439) -1.89 -1.72
3 3.53(45) 3.63(30) 1.93(661) 1.93(469) -1.60 -1.70
4 3.11(37) 4.16(31) 1.94(570) 1.99(420) -1.17 -2.17
5 3.24(33) 4.29(34) 1.97(441) 2.00(355) -1.27 -2.29
6 3.85(20) 4.95(19) 1.98(255) 2.00(260) -1.87 -2.95
7+ 3.87(33) 5.40(10) 2.02(192) 2.13(267) -1.85 -3.27
All 3.61(290) 4.00(234) 1.84(3648) 1.89(2814) -1.77 -2.11
Sources: CDP 1975 andKAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
The decline in desire for sons was also reflected in the percentage distribution of 
respondents by desired number of sons (Table 7.4). In 1975 about 40 per cent of 
women wanted fewer than three sons, and this had increased to about 90 per cent by 
1990. In 1975 about 35 per cent wanted four or more sons and this had declined to 
about one per cent in 1990.
7.2.1.2 Desired number o f daughters
Similarly to desired family size and desired number of sons, desired number of 
daughters declined. The mean number of daughters desired fell by 15 per cent in the 
treatment area and by 20 per cent in the comparison area (Table 7.5). When the mean 
desired numbers of daughters of 1975 and 1990 were compared, with few
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exceptions, the decline was again homogeneous across woman's age and number of 
living children categories in the two areas.
Table 7.4
Percentage distribution of currently married women aged 15-44 by desired number
of sons and area, 1975 and 1990
Desired 
number 
of sons
1975 1990
3-1 4-2
Treat
1
Comp
2
Treat
3
Comp
4
<2 5.5 5.3 21.6 18.6 16.1 13.3
2 37.6 30.9 73.0 74.7 35.4 43.8
3 21.7 26.5 4.8 5.7 -16.9 -20.8
4+ 35.2 37.3 0.5 1.0 -34.7 -36.2
All 100.0 100.0 100.0 100.0
N 290 234 3648 2814
Sources: CDP 1975 and KAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
The decline in desire for daughters was also reflected in the percentage distribution 
of respondents by desired number of daughters (Table 7.6). In 1975 about 40 per 
cent of women wanted fewer than two daughters, and this had increased to about 70 
per cent by 1990. In 1975 about 15 per cent wanted three or more daughters, and this 
had fallen to less than one per cent in 1990.
All three indicators, mean desired family size, mean desired number of sons and 
mean desired number of daughters declined over the period 1975-90. As the mean 
desired number of sons in 1975 was much higher than the mean desired number of 
daughters, the decline was more marked for sons than daughters. A further decline in 
desired family size would largely depend on a decline in desired number of sons, 
because most couples would probably continue to prefer to have at least one 
daughter, and one is already the stated preference of the great majority of women.
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Table 7.5
Mean desired number of daughters of currently married women aged 15-44 by 
demographic characteristics and area, 1975 and 1990
1975 1990
Characteristics
Treat(N)
1
Comp(N)
2
Treat(N)
3
Comp(N)
4 3-1 4-2
Age of woman 
<20 1.50(36) 1.42(26) 1.17(187) 1.22(145) -0.33 -0.20
20-24 1.30(49) 1.43(39) 1.18(720) 1.21(592) -0.12 -0.22
25-29 1.61(39) 1.79(38) 1.18(879) 1.27(673) -0.43 -0.52
30-34 1.62(45) 1.86(36) 1.29(667) 1.39(488) -0.33 -0.47
35-39 1.38(37) 1.72(22) 1.35(514) 1.41(378) -0.03 -0.31
40+ 1.65(35) 2.08(12) 1.45(681) 1.53(538) -0.20 -0.51
No. of living children 
0 1.60(20) 1.54(24) 1.14(232) 1.22(203) -0.46 -0.32
1 1.24(42) 1.22(27) 1.12(604) 1.10(401) -0.12 -0.12
2 1.48(35) 1.54(35) 1.15(693) 1.21(439) -0.33 -0.33
3 1.63(36) 1.75(24) 1.19(661) 1.23(469) -0.44 -0.52
4 1.65(32) 1.96(23) 1.46(570) 1.50(420) -0.19 -0.46
5 1.48(31) 1.91(23) 1.39(441) 1.43(355) -0.09 -0.48
6 1.72(18) 2.36(11) 1.49(255) 1.57(260) -0.23 -0.79
7+ 1.41(27) 1.67( 6) 1.58(192) 1.66(267) -0.17 -0.10
All 1.50(241) 1.68(173) 1.27(3648) 1.34(2814) -0.23 -0.34
Sources: CDP 1975 and KAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
Table 7.6
Percentage distribution of currently married women aged 15-44 by desired number
of daughters and area, 1975 and 1990
Desired 
number of 
daughters
1975 1990
3-1 4-2
Treat
1
Comp
2
Treat
3
Comp
4
0 2.1 0.6 0.5 0.4 -1.6 -0.2
1 38.2 35.9 71.6 65.7 33.4 29.8
2 45.2 50.3 27.3 32.8 -17.9 -17.5
3 9.5 9.2 0.5 0.7 -9.0 -8.5
4+ 5.0 4.0 0.1 0.3 -4.9 -3.7
AH 100.0 100.0 100.0 100.0
N 241 173 3648 2814
Sources: CDP 1975 and KAP 1990
Note: Number of cases in 1975 may differ from other tables due to difference in non-responses.
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Between 1975 and 1990, desired family size, desired number of sons and desired 
number of daughters declined, with few exceptions, homogeneously across woman's 
age and number of living children categories in each area. The results indicate that 
when family size preference declines it declines through all generations equally. 
Moreover, the declines in desired family size, desired number of sons and desired 
number of daughters were similar in the two areas, indicating again that the Family 
Planning and Health Services Program has had no effect on the decline in 
reproductive preference.
7.2.2 Desire for more children
The question on desire for more children was not asked in the 1975 CDP but was 
asked in the 1984 IDS and in the 1990 KAP. As mentioned in Chapter 5, currently 
married women of reproductive age were interviewed in both surveys, but questions 
asked were not all the same: in 1984 infecund women and women in sterilized 
unions were not asked about desire for more children while in 1990 women were not 
asked about their fecundity. To make the two data sets more comparable women 
aged 40 and over were excluded and women in sterilized unions in 1984 were 
assumed to want no more children.
In 1984 the percentage of women wanting more children was 10 per cent higher in 
the treatment area than in the comparison area while it was 6 per cent higher in 1990 
(Table 7.7). The difference in percentage wanting more children in the two areas in 
each year and over time could be due to the difference in levels of contraceptive use 
(Lightboume & MacDonald 1982) or to the difference in sampling procedures 
(Chapter 5). To minimise the effect of these factors, the percentages wanting more 
children were standardized for number of living children. In each year the 
standardized percentages wanting more children were found to be similar in the two
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areas. They declined over time, but the declines were small. With the use of data 
from two national surveys 10 years apart, the desire for more children was found to 
be unchanged, about 40 per cent in each survey (NIPORT 1981; Mitra et al. 1990). 
The difference in percentage wanting more children in the Matlab study area and 
those of national-level estimates is mainly due to differences in age structure: in the 
Matlab studies the women were younger than in the national-level surveys, under age 
40 compared to under age 50 years. The following section examines change in desire 
for more children at the individual level between 1984 and 1989, controlling for 
interim births.
Table 7.7
Percentage of currently married, non-pregnant women aged under 40 wanting more
children by area, 1984 and 1990
Year
Treatment Com parison 2:4
Un­
standardized
1
Standardized2
2
Un­
standardized
3
Standardized2
4
(a) 1984 54.4 61.2 48.8 60.0 1.02
(b) 1990 56.9 56.9 53.7 58.4 0.97
(a):(b) 1.07 1.03
Sources: IDS 1984 and KAP 1990
Note: Standardized on 1990 treatment area distribution of women by number of living children.
7.3 Change in reproductive preferences at the individual level
During August-September 1989 currently married women of reproductive age in the 
treatment area were asked about their desire for more children. A large number of 
these women were also interviewed in the 1984 IDS survey, 1,821 women had 
information on desire for more children in both surveys after exclusion of those who 
were pregnant, infecund and in sterilized unions in 1984 and those aged 49 and over 
in 1989; those who died, out-migrated, divorced or were widowed during 1984-89 
were also excluded. When reproductive preferences of the same women are
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examined at two different points in time, the extent to which reliability of the data 
can be assessed depends on the interval between the two surveys. If the interval 
between surveys is long there may have been genuine changes in preference, while 
for a short interval radical change is not expected.
About 58 per cent of women who wanted more children in 1984 said again in 1989 
that they wanted more, while the rest of them said that they wanted no more (Table 
7.8). The average interval between the two surveys was about six years, so it is 
possible that a large number of women who wanted more children had more and 
subsequently said they wanted no more. Among those who wanted no more children 
in 1984 about 88 per cent said again they wanted no more in 1989, while the rest of 
them said that they wanted more. These changes of preference may be due to 
experience of child death, to the desire question being misunderstood or increases in 
desired family size.
Table 7.8
Consistency of reproductive preferences between 1984 and 1989: currently married, 
non-pregnant and fecund women aged 15-44 in non-sterilized unions in 1984,
treatment area
Desire for 
children
Desire for children in 1989
in 1984 Wanted more Wanted no more Total N
Wanted more 58.4 41.6 100.0 1031
Wanted no more 11.9 88.1 100.0 790
Sources: IDS 1984 and RKS 1989
To examine changes in preference from wanting more children to wanting no more, 
it is important to consider births between the two surveys because women who 
wanted more children at the first survey may have had one or more births by the 
second survey, and in consequence might have expressed a wish to cease 
childbearing. To examine changes in preference from wanting no more children to
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wanting more, it is important to consider deaths between the two surveys because 
some women may have had a child death during this period and in consequence 
might have wanted to have more children. Unfortunately, no information on child 
deaths is available at this stage.
About 18 per cent of women who wanted more children in 1984 had no birth by 
1989, while of those who wanted no more children about 53 per cent had no birth 
(Table 7.9). Of those who wanted more children in 1984 and had no birth by 1989, 
about 50 per cent changed their desire to 'want no more', while among those who had 
at least one birth, about 40 per cent said they wanted no more. Of those who wanted 
no more children in 1984 and had no birth by 1989, about 6 per cent changed then- 
desire to 'want more' while among those who had at least one birth, about 81 per cent 
said they wanted no more. It is surprising that 19 per cent of women who wanted no 
more children in 1984 and had at least one birth during 1984-89, however, wanted 
still more children in 1989. Possible explanations are that some of these women 
experienced child deaths during the follow-up period, misunderstood the preference 
question, or simply increased their desired family sizes.
Table 7.9
Consistency of reproductive preferences between 1984 and 1989 by reproductive 
behaviour during 1984-89: currently married, non-pregnant and fecund women aged 
15-44 in non-sterilized unions in 1984, treatment area
Behaviour during 1984-89 and desire in 1989
Desire
for
No birth in 1984-89 One or more birth in 1984-89
children 
in 1984
Wanted
more
Wanted 
no more
Total Wanted
more
Wanted 
no more
Total
Wanted more 51.1 48.9 100.0(188) 60.0 40.0 100.0 (843)
Wanted no more 5.9 94.1 100.0(422) 18.8 81.2 100.0 (368)
Sources: IDS 1984, RKS 1989 and DSS (1984-89)
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The following analysis examines whether intervening fertility influenced changes in 
reproductive preferences. For example, which women who wanted more children in 
1984 changed their preferences to wanting no more in 1989? And which women 
changed their preferences from wanting no more in 1984 to wanting more in 1989? 
Did the changes in preference from wanting more children to wanting no more and 
from wanting no more children to wanting more vary by demographic and 
sociocultural characteristics?
7.3.1 Change from positive to negative desire for children: demographic and 
sociocultural correlates
As noted earlier, about 40 per cent of women who wanted more children in 1984 
changed to wanting no more in 1989. Of those women who had no births during 
1984-89 about 50 per cent changed to wanting no more while 40 per cent changed to 
wanting no more of those who had one or more births (Table 7.10). Those who had 
no births may have changed from wanting more children to wanting no more through 
the onset of economic hardship, marital instability or the 'grandmatemal' effect. The 
percentages who changed to wanting no more children were positively related to age 
of woman, number of living children (up to 4) and whether had a son. These positive 
relationships also existed among those who had no births during 1984-89 and those 
who had one or more births. Those who had one or more births changed often to 
wanting no more children at the later life-cycle stages probably because they had 
achieved their desired family sizes, while those who had no births probably changed 
to wanting no more because of the 'grandmatemal' effect or through becoming aware 
of the rising costs of children.
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Table 7.10
Percentage of women who changed from wanting more children in 1984 to wanting 
no m ore in 1989 by selected characteristics: currently married, non-pregnant and 
fecund women aged 15-44 in non-sterilized unions, treatment area
Per cent changed to want no more 1989
Per cent changed Among those who Among those who
Characteristics to want no more had no births had one or more
in 1989 in 1984-89(N) births in 1984-89(N)
Age of woman 
<25 28.1 31.6(76) 27.5(487)
25-29 48.6 44.9(49) 49.3(229)
30-34 66.4 60.0(40) 68.9(103)
35-39 84.2 94.1(17) 76.2(21)
40+ 100.0 100.0(6) 100.0(3)
No. of living children 
<2 16.0 22.8(57) 14.7(312)
2 39.9 29.2(48) 41.8(263)
3 61.6 66.7(42) 60.3(156)
4 84.4 87.5(24) 83.3(72)
5+ 75.4 94.1(17) 67.5(40)
Whether has a son 
0 19.7 27.8(54) 18.3(301)
1+ 53.1 57.5(134) 52.0(542)
Education of woman (yrs)
0 43.5 46.2(93) 42.9(417)
1-4 38.7 52.5(59) 35.5(251)
5+ 41.2 50.0(36) 39.4(175)
Possession of items 
None 42.8 48.5(66) 41.7(348)
1-2 39.9 47.2(89) 38.1(362)
3+ 43.4 54.5(33) 40.6(133)
Religion
Muslim 42.2 49.4(158) 40.6(719)
Hindu 38.3 46.7(30) 36.3(124)
All 41.6 48.9(188) 40.0(843)
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89)
The percentages of women who changed to wanting no more children in 1989 did 
not vary much by education o f woman and possession of items; for those who had no 
births and those who had one or more births the patterns were not consistent (Table 
7.10). The percentage who changed to wanting no more children was higher for
167
Muslims than for Hindus, but the difference was small; the same pattern was 
observed among those who had no births and those who had one or more births.
7.3.2 Change from negative to positive desire for children: demographic and 
sociocultural correlates
About 12 per cent of women who wanted no more children in 1984 changed their 
preference to wanting more in 1989. Of these women who had no births during 
1984-89 about 6 per cent changed to wanting more while about 19 per cent changed 
to wanting more of those who had one or more births (Table 7.11). That a higher 
percentage changed to wanting more of those who had one or more births than those 
who had no births could be due to child death, misunderstanding of the preference 
question or increase in desired family size. The percentages that changed to wanting 
more children were negatively related to age of woman, number of living children 
and whether has a son. Of those who at an early life-cycle stage changed from 
wanting no more children to wanting more, perhaps some lost a child during the 
follow-up period and subsequently decided to have more. It is also possible that 
younger women experienced more child deaths than older women because they 
usually had more young children. Another explanation could be that some, especially 
younger, women misunderstood the preference question they were being asked: they 
could have meant that they had no immediate intention of having a birth, rather than 
that they never wanted one. It is also possible that some women's preferences were 
overridden by their husband's or relatives' preferences. When intervening fertility 
was controlled, with a few exceptions the same pattem existed among those who had 
no births and those who had one or more births.
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Table 7.11
Percentage of women who changed from wanting no more children in 1984 to 
wanting more in 1989 by selected characteristics: currently married, non-pregnant 
and fecund women aged 15-44 in non-sterilized unions, treatment area
Per cent changed to want more 1989
Characteristics Per cent changed to Among those who Among those who
want more in 1989 had no births had one or more
in 1984-89 (N) births in 1984-89 (N)
Age of woman
<25 34.8
25-29 15.4
30-34 13.5
35-39 6.4
40+ 2.2
No. of living children
<2 33.3
2 31.3
3 22.6
4 11.5
5+ 4.2
Whether has a son
0 27.3
1+ 11.7
Education of woman (yrs)
0 9.9
1-4 14.3
5+ 13.5
Possession of items
None 11.5
1-2 12.2
3+ 12.1
Religion
Muslim 12.1
Hindu 10.6
All 11.9
25.0(16) 38.0(50)
7.7(39) 18.3(104)
9.8(132) 17.9(112)
3.0(133) 12.9( 70)
1.0(102) 6.3 (32)
66.7(3) 0.0(3)
20.0( 25) 38.5( 39)
11.3(53) 29.8( 84)
7.3(109) 15.5(116)
1.7(232) 8.7(126)
20.0(5) 33.3(6)
5.8(417) 18.5(362)
5.2(212) 15.1(192)
5.9(119) 23.3(112)
7.7(91) 21.9(64)
4.5(157) 18.3(164)
7.1(197) 18.2(165)
5.9( 68) 23.1(39)
6.7(359) 17.8(337)
1.6( 63) 29.0( 31)
5.9(422) 18.8(368)
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89)
The percentage of women who changed to wanting more children in 1989 did not 
vary much by education of woman and possession of items; the patterns were not 
consistent for those who had no births and for those who had one or more births 
(Table 7.11). For Muslims and Hindus the overall percentages that changed to 
wanting more children were similar, but for those who had no birth during 1984-89
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the percentage change was higher for Muslims while the opposite was true for those 
who had one or more births. However, the results should be interpreted carefully 
because of small sample size, particularly for those who had no births. Of those who 
had one or more births, the percentage who changed to wanting more children was 
higher for Hindus than Muslims probably because, having had a birth, they did not 
want to be inconsistent again in future.
7.4 Change in reproductive preferences: a multivariate analysis
The following subsections examine changes from wanting more children in 1984 to 
wanting no more in 1989, and from wanting no more children in 1984 to wanting 
more in 1989 using logistic regression (see Chapter 5, section 5.5.1 for details of the 
forward selection procedure used). For change from wanting more children in 1984 
to wanting no more in 1989, the dependent variable takes the value 1 if a woman 
wanted no more children in 1989 and 0 otherwise. For change from wanting no more 
children in 1984 to wanting more in 1989, the dependent variable takes the value 1 if 
a woman wanted more children in 1989 and 0 otherwise. The independent variables 
are age of woman, number of living children, whether has a son, education of 
woman, possession of items, religion and whether a birth occurred during 1984-89.
7.4.1 Change from positive to negative desire for children
Table 7.12 shows the final model for those who wanted more children in 1984 and 
whether or not they changed to wanting no more in 1989 (for full model see Table 
B7.1). Age of woman, number of living children and whether has a son were found 
to be significantly related to change from wanting more children to wanting no more. 
The probability of change to wanting no more children was positively related to age 
of woman and number of living children. Number of living sons, categorized as 'no 
son' and 'one or more sons' was also found to be associated, the probability of change
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being higher for those who had one or more sons than for those who had no son. It is 
expected that those who changed from wanting more to wanting no more children 
would be older, would have more children and would have one or more sons. It is 
surprising that those who had no birth and those who had one or more births had 
similar probabilities of change from wanting more children to wanting no more. 
Those who had no birth may have changed from wanting more children to wanting 
no more because of economic hardship, marital instability or the 'grandmatemal' 
effect, while those who had one or more births may have changed after achieving 
their desired family size.
Table 7.12
Logistic regression model of those who wanted more children in 1984 and whether 
or not they changed to wanting no more in 1989 on selected characteristics: currently 
married, non-pregnant and fecund women aged 15-44 in non-sterilized unions,
treatment area
Variable B SE Odds ratio
Constant -3.8950 0.4625
Age of woman 0.0621 0.0212 1.06
No. of living children 0.6030 0.0866 1.83
Whether has a son
0 1.00
1+ 0.9664 0.1711 2.63
Comparison of models
(1) FuU model* 
Log-likelihood (df) 1115.0(1022)
(2) Nuh model
Log-likelihood (df) 1401.9 (1031)
(3) Final model
Log-likelihood (df) 1120.1 (1028)
2-3 281.8 (3)
3-1 5.1 (6)
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89) 
Note: +See Table B7.1
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7.4.2 Change from negative to positive desire for children
Table 7.13 shows the final model for those who wanted no more children in 1984 
and whether or not they changed to wanting more in 1989 (for full model see Table 
B7.2). Number of living children and whether an interim birth occurred were found 
to be significantly related to change from wanting no more children to wanting more; 
however, age of woman was also kept in the model for theoretical reasons. An 
interaction between age of woman and number of living children was tested for, but 
was not found to be significant. The probability of change to wanting more children 
was negatively related to number of living children. Those who had many children 
changed less than those who had few, probably because the intensity of motivation 
was different. A possible explanation could be that lower parity women more often 
misunderstood the preference question: in saying they wanted no more children they 
probably wanted to postpone the next birth rather than terminate childbearing. The 
probability of change to wanting more children was lower among women who had 
no interim births than among those who had one or more births, which is surprising. 
It may be that after giving birth once or twice during 1984-89 some women still had 
not achieved their desired family size or did not want to risk being inconsistent a 
second time as they had already been.
7.5 Discussion
Mean desired family size declined about 25 per cent in each area in the 15-year 
period (1975-90). As there are no other data for this period, it is not clear whether 
the decline was gradual or not. However, one study conducted in 1985 in another 
rural area of Bangladesh found a mean desired family size that was similar to the 
Matlab figure in 1990. So it can be argued that the decline in desired family size 
probably occurred between 1975 and 1985. The decline in desired family size is
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probably reflected at the national level as ideal family sizes of the Matlab study area 
were found to be similar to the adjoining area.
Table 7.13
Logistic regression model of those who wanted no more children in 1984 and 
whether or not they changed to wanting more in 1989 on selected characteristics: 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized
unions, treatment area
Variable B SE Odds ratio
Constant 1.4190 0.6463
Age of woman -0.0349 0.0268 0.96
No. of living children -0.4834 0.1131 0.61
Whether had interim birth 
Yes 1.00
No -0.9503 0.2685 0.38
Comparison of models 
(1) Full model"1-
Log-likelihood (df) 494.5 (802)
(2) Null model 
Log-likelihood (df) 582.0 (811)
(3) Final model 
Log-likelihood (df) 499.2 (808)
2-3 81.1 (3)
3-1 4.7 (6)
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89) 
Note: +See Table B7.2
Mean desired family size declined in socioeconomic conditions that were not 
predicted in the classical transition theory. Over this period the social and economic 
conditions of the country did not improve much: unemployment and landlessness 
increased, and there were no significant improvements in school enrolment or in 
infant and child mortality (World Bank 1979; 1990b). However, some opportunities 
were created after Bangladesh gained independence and with the creation of the 
Upazila, which is seen as a small town whose effects extend even to remote villages. 
The decline in desired family size was probably due to changes in aspirations for a 
better life; aspirations have probably changed because of improvements in transport 
(non-metal road in rural area) and communications (access to radio and television
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without owning). Moreover, it is now known to every body that fertility can be 
controlled through contraception.
Desired family size declined in each area homogeneously across the woman's age 
and number of living children categories, indicating that when family size declines it 
declines in all generations equally. With the decline in desired family size, desired 
number of sons and desired number of daughters also declined; however, desired 
number of sons declined more than desired number of daughters. This was because 
when mean desired family size was high, the mean desired number of sons was also 
high, so when mean desired family size became low, women had to accommodate 
both sons and daughters within small family-size desire. As women prefer to have 
both sons and daughters, they had to reduce the number of sons more than the 
number of daughters. However, further decline in mean desired family size is 
unlikely without economic development and improved literacy, mobility and 
women's status.
Of those women who wanted more children in 1984, about 40 per cent changed to 
wanting no more in 1989. The probability of change to wanting no more was 
positively related to age of woman and number of living children; those who had one 
or more sons changed more than those who had no son; this is expected. However, 
for those who had no births and those who had one or more births the probability of 
change was similar, which is surprising. The reason for women who had no between- 
survey births changing to wanting no more children could be economic hardship or 
marital instability, physical sickness or the 'grandmatemal' effect. The reason that 
users of contraception changed more to wanting no more children may be that they 
used contraception initially for spacing and subsequently decided to cease 
childbearing after they felt confident with it.
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About 12 per cent of women who wanted no more children in 1984 changed to 
wanting more in 1989. The probability of change to wanting more children was 
negatively related to number of living children. Probably those who had fewer 
children experienced more child deaths, or perhaps young women wanted to 
postpone their births instead of cease childbearing. Those who had one or more 
births changed more often to wanting more children than those who had no births, 
probably because of child deaths or misunderstanding of the preference question. It 
is possible that young women experienced more child deaths and in consequence 
revised their preferences to higher family sizes than initially planned.
Chapter 8
Summary and conclusions
8.1 Main findings and conclusions
This thesis has examined reproductive preferences and their determinants, intensity 
of desire for more children and contraceptive use, reliability of preferences in 
predicting fertility, and change in preferences over time. The study used both 
quantitative and qualitative data from the treatment and comparison areas of Matlab; 
the quantitative data were both cross-sectional and longitudinal in nature. The 
preference indicators used were desired family size, ideal family size and desire for 
more children. This section summarizes the findings and conclusions of the thesis.
8.1.1 Reproductive preferences: levels, change and determinants
Women in both the treatment and comparison areas were found to be reasonably 
consistent in reporting their desired family sizes. In 1990, over 95 per cent of those 
who wanted no more children were consistent, while of those who wanted more 
children, over 80 per cent were consistent. Mean desired family size in 1990 was 
found to be identical to mean ideal family size in 1991 (3.1 children per woman), 
which indicates that preference estimates are largely reliable.
Three measures of preference, mean desired family size, mean ideal family size and 
percentage wanting more children, were similar in the two areas. This indicates that 
the Family Planning and Health Services Program has had no effect on preferences; 
the findings contradict the hypothesis that reproductive preferences will be lower in
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the treatment area than in the comparison area. Freedman and Freedman (1992) 
contended that norms for large families are too deeply rooted to be changed simply 
by mass media messages. However, they reported that it is unknown whether an 
aggressive family planning program can change preferences. Data on ideal family 
size were also available from the area adjoining the Matlab study area and were 
found to be similar to those of the study area, probably reflecting national-level 
estimates. In fact, within culturally homogeneous populations ideas spread to all 
sectors over a short time, this becoming possible mainly through the modem mass- 
media and transport systems.
A generation ago Bangladeshi women had on average 6-7 children. In the qualitative 
survey both younger and older women asserted that family planning was unknown to 
the previous generation and that its members also had plenty of land: these factors 
probably influenced them not to restrict fertility. A lower mean desired (4.3 children 
per woman) than actual (over 6 children per woman) family size was noticed in the 
Matlab study area in 1975 and at the national level (4.2-4.5 children per woman and 
about 7 children per woman in 1969) during the KAP surveys of the 1960s and 
1970s; lower mean desired than actual family size was probably due to the survival 
of many children as a result of the rapid mortality decline after the Second World 
War. A further decline in mean desired family size was noted in the Matlab study 
area in 1990, 30 per cent lower than the figure recorded in 1975. According to 
classical transition theory, desired family size declines with an improvement in 
socioeconomic conditions, but socioeconomic development in Bangladesh was 
negligible over the period 1975-90. Over 80 per cent of the population still lives in 
the rural area and most of them depend on agriculture for their livelihood. Landless 
households have increased from 35 per cent in 1960 to 45 per cent in 1983-84 
(World Bank 1990a); moreover, there has been no substantial improvement in infant 
mortality, calorie intake, or women's participation in the labour force and enrolment 
in school (World Bank 1979; 1990b). The decline in desired family size is probably
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due to factors which are loosely related to economic development. For example, a 
new social mobility has been noted since Bangladesh achieved independence in 
1971; as upper-class positions were vacated by West Pakistanis, they were filled by 
the Bangladeshi middle class. As a part of decentralized administration, Upazila, 
which are seen as small towns, have been created and their influence extends even to 
remote villages. Moreover, the government family planning program has been able 
to spread knowledge of family planning methods to all subgroups of people. These 
factors probably contributed to aspirations for a better life and to change the 
perception that many children is not security at old age; these probably contributed 
in turn to the decline in desired family size.
In the qualitative survey women stated that these days it is difficult to maintain a big 
family with many children because of the increased direct economic cost of children. 
Many consumable items are available in the rural area and children demand these 
items, making it difficult for parents, particularly mothers, to maintain many 
children. Couples’ aspirations have also changed: goods considered in the past to be 
luxuries are now considered essential. With the increase in the costs of raising 
children it is not clear whether benefits received from children have changed. 
According to Caldwell (1982), high fertility will be maintained as long as the 
intergenerational net flow of wealth is from children to parents. It is clear that, with a 
decrease in per capita availability of land and employment opportunities, a large 
number of children is no longer considered to be strength for the family or security 
in old age. On the other hand it was reported that a few children, if educated, can 
improve the family's prospects. These days the number of children is less important 
than their quality. In this situation if the wealth flow remained upward, there would 
still be a basis for reducing fertility (Knodel, Chamratrithirong & Debavalya 1987).
Mean desired family size was similar across ages of woman when number of living 
children was controlled. This indicates that when desired family size declines it
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declines in all generations equally. After controlling for all variables in the model, 
no sociocultural differentials in desired family size and desire for more children were 
found and this contradicts the hypothesis that sociocultural differentials in 
reproductive preferences will be smaller in the treatment area than in the comparison 
area; the fundamental forces of change probably operate at the societal level.
Between 1975 and 1990, mean desired family size declined by more than one child, 
from 4.5 to 3.1, and the decline was homogeneous across woman's age and number 
of living children categories. The decline was also reflected in declines in the desired 
number of sons and the desired number of daughters: mean desired number of sons 
declined more sharply than mean desired number of daughters. Although son 
preference is very strong in Bangladesh, with the decline in desired family size 
daughter preference is becoming prominent because women had to accommodate 
both sons and daughters within smaller family-size desires. A further decline in 
desired family size is unlikely unless there are substantial improvements in infant 
mortality, in women's status, in primary school enrolment and in female 
employment.
8.1.2 Reproductive preference and contraception: cross-sectional evidence
After controlling for all variables in the models, no differential was found in non-use 
of contraception by whether has a son in either year and in either area for those who 
wanted no more children, but except in 1984 in the comparison area, a differential 
existed for those who wanted a birth after one year. This indicates that with 
increased use of contraception to space births more women were using contraception 
if they had one or more sons than if they had no sons. Except by religion, there were 
no sociocultural differentials in non-use of contraception in the treatment area in 
either year among those who wanted no more children, while in the comparison area 
differentials existed by religion in 1984 and by education of woman in 1990. Among
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women who wanted a child after one year the sociocultural differential in non-use of 
contraception existed in 1984 in the treatment area but had disappeared in 1990, 
while in the comparison area differentials existed by possession of items in 1984 and 
by education of woman in 1990. The results largely support the hypothesis that 
sociocultural differentials in contraceptive use would be smaller in the treatment area 
than in the comparison area.
Women who wanted no more children had a higher abortion ratio than those who 
wanted more, which supports the hypothesis that abortion will be higher among 
those who wanted to cease childbearing than those who want to postpone births. The 
higher abortion ratio for those who wanted no more children was probably because 
they had achieved their desired family sizes and were motivated to stop childbearing. 
Abortion was more frequent in the comparison area than in the treatment area, 
probably because there were fewer unwanted pregnancies in the treatment area 
owing to greater use of contraception. With increased contraceptive use in 
Bangladesh maternal mortality may decline, as a significant number of maternal 
deaths are abortion-related.
8.1.3 Reproductive preference and subsequent fertility: longitudinal evidence
The main purpose of the thesis was to examine whether reproductive preferences 
were related to subsequent fertility. At the aggregate level the experience of birth 
over the follow-up period was 18 per cent higher than desired in the treatment area 
and 47 per cent higher than desired in the comparison area. However, accuracy at the 
aggregate level depends to a large extent on many counterbalancing inconsistencies 
on the part of individuals.
At the individual level, of those who wanted more children, 18 per cent in the 
treatment area and 15 per cent in the comparison area did not bear children during
180
the follow-up period, while among those who wanted no more children, 39 per cent 
in the treatment area and 49 per cent in the comparison area gave birth nonetheless. 
In the treatment area current contraceptive use was almost double what it was in the 
comparison area, and the majority of the women were using contraception to limit 
family size. In this situation it was surprising to find that such a large percentage of 
women who wanted no more children gave birth. The results indicate that the two 
family planning programs (government and FPHSP) can still reduce fertility without 
further decline in desired family size by eliminating these unwanted births.
After all variables in a multivariate analysis were controlled for, women who wanted 
no more children were 0.44 times less likely in the treatment area and 0.60 times less 
likely in the comparison area to have a subsequent birth than those who wanted more 
children. In both areas the probability of having a subsequent birth was inversely 
related to age of woman and duration of marriage, but the relationship was the 
opposite for number of living children. Those who had many children may have had 
strong religious beliefs which motivated them not to control their fertility resulting in 
more children. In the comparison area subsequent births occurred homogeneously 
across sociocultural subgroups, but in the treatment area there were fewer births 
among the better-off, among users of contraception and among Hindus; this however 
did not support the hypothesis that the sociocultural differentials in ability to achieve 
subsequent fertility would be smaller in the treatment area than in the comparison 
area.
Among those who wanted no more children, the wife's perception regarding the 
husband's desire for more children was also examined. In the treatment area women 
whose husbands wanted no more children were 0.49 times less likely to report a 
subsequent birth, and in the comparison area 0.55 times less likely, than those whose 
husbands wanted more. This indicates the importance of agreement among husband 
and wife regarding the desired number of children. The number of unwanted births
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was similar across sociocultural subgroups in the comparison area, but in the 
treatment area it was low among those with the highest education, among Hindus 
and among users of contraception.
To facilitate comparison of results with those of other studies the follow-up period 
was restricted to three years (1984-87), and the results were quite different: in the 
treatment area fertility over the period was 10 per cent lower than desired, but it was 
21 per cent higher than desired in the comparison area (Table 8.1). Aggregate 
inconsistencies were lower in the treatment area (1984-87) but higher in the 
comparison area (1984-87) compared to Taiwan (1970-74) and Sri Lanka (1982-85). 
The results indicate that women in the treatment area were quite capable of 
preventing subsequent births for a time but often failed to prevent them over longer 
periods. This was probably because women in the treatment area tolerated the side- 
effects due to contraception for a certain period and then discontinued it. In the 
qualitative survey it was found that of those women who wanted no more children in 
1984 but had a child during the follow-up period, a large proportion discontinued 
contraception because of side effects.
The inconsistency levels among those who wanted the next child 'soon' were similar 
in the two areas, but for those who wanted the next child 'not so early' inconsistency 
was higher in the comparison area than in the treatment area. In the treatment area 
among those who wanted the next child 'soon' inconsistency differed by education of 
woman, while among those who wanted the next child 'not so early' inconsistency 
differed by contraception; however, there was no such differential in the comparison 
area. The finding contradicts the hypothesis that sociocultural differentials would be 
smaller in the treatment area than in the comparison area in predicting the timing of 
the next child.
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Table 8.1
Comparison of aggregate and individual inconsistency between reproductive preference and 
behaviour of women in Matlab, Taiwan and Sri Lanka
Location Year Who Who Aggregate Individual level inconsistency (%)
want had level in_________________________________
more more consistency Among those Among those 
(%) (%) (%) who wanted who wanted
more no more All
Taiwan 1970-74 31.6 32.4 2.5 27.9 14.1 18.4
Sri Lanka 1975-79 32.8 48.3 47.3 30.6 38.1 35.6
1982-85 35.9 37.7 5.0 36.3 23.1 27.9
Treatment 1984-89 52.0 61.3 17.8 17.9 38.9 28.0
Comparison 1984-89 44.4 65.3 47.0 14.8 49.4 34.0
Treatment 1984-87 52.0 46.6 -10.4 37.2 29.0 33.2
Comparison 1984-87 44.4 53.7 20.9 29.5 40.2 35.4
Sources: Figures for Taiwan are from Hermalin et al. (1979); Figures for Sri Lanka are from 
De Silva (1990).
8.1.4 Change in reproductive preferences: longitudinal evidence
About 40 per cent of women who wanted more children in 1984 changed to wanting 
no more in 1989. After all variables in the model were controlled, the probability of 
change to wanting no more children was positively related to woman's age and 
number of living children, while those who had one or more sons were more likely to 
have changed than those who had no son. However, similar probabilities of change to 
wanting no more children were recorded for those who had no births during the 
follow-up period and those who had one or more births; this contradicts the 
hypothesis that women will have revised their preferences more frequently if they 
had a birth during the follow-up period than if they had no birth.
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Of women who wanted no more children in 1984 about 12 per cent changed to 
wanting more in 1989. After all variables in the model were controlled, the 
probability of change to wanting more children was negatively related to number of 
living children. But those who had one or more births during the follow-up period 
were more likely to have changed to wanting more children than those who had no 
births.
8.2 Policy and research implications
Although the government family planning program has been operating in Bangladesh 
since 1965, the population has nearly doubled over this period and is exerting 
tremendous pressure on the economy. A decline in fertility has been noted at the 
national level since the mid-1980s and is also evident in the comparison area; 
however, a remarkable decline has been observed in the treatment area because of the 
Family Planning and Health Services Program.
In 1990 the mean desired family size in the Matlab study area was just above three, 
about 30 per cent lower than it was in 1975. As the decline was similar in the two 
areas and also across demographic and sociocultural subgroups, the Family Planning 
and Health Services Program appears to have had no effect on reproductive 
preferences. In order to promote further decline in desired family size, measures 
should be taken to reduce infant mortality, improve women's status, and increase 
primary school enrolment and women's employment; currently these are not at levels 
favourable to a further decline in desired family size.
Contraceptive use has been increasing in both the areas; however, the percentage 
increase has been higher among those who wanted to space births than among those 
who wanted to cease childbearing. If contraceptive use to space births continues to 
increase, the contraceptive prevalence rate may in future not be a good indicator by
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which to evaluate a family planning program; but the continuation rate of 
contraception could be an alternative. With the increase in contraceptive use some 
methods, such as the pill and injection in the treatment area and the pill in the 
comparison area, have been gaining greater popularity and others, such as 
sterilization, have been losing popularity. As the failure rate of the pill has been very 
high in the two areas, the family planning programs should discourage pill use if the 
purpose is to limit family size.
Although contraceptive use in the treatment area is high, fertility is still far from 
replacement level. For the FPHSP to have a greater effect on fertility, emphasis 
should now be placed on increasing the continuation rate. The qualitative survey 
suggested that a large proportion of women who wanted no more children had 
discontinued contraception due to side effects. These women had mainly been using 
the injectable method, and the program should aim to motivate discontinuers to adopt 
an alternative method of contraception; perhaps, among those wishing to have no 
more children, sterilization (Norplant, with similar side effects to injectables, may 
not be a realistic alternative). The contraceptive continuation rate can also be 
increased by improving the quality of services provided by field workers (Jain, Bruce 
& Mensch, 1992). The present system is more method oriented than client oriented, 
and greater attention to the needs of clients, and less to the convenience of the service 
provider, is required.
In the comparison area a large proportion of women who wanted no more children 
reported in the qualitative survey that they were not using contraception because of 
the unavailability of a suitable method. To achieve a rapid increase in the level of 
contraception in this area injectables should immediately be made available at the 
door. However, the introduction of injectables may not raise the contraceptive 
prevalence rate to a level comparable to that in the treatment area because the 
comparison area program is less intensive. In such a situation household visits by
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field workers could be restricted to those who want to limit family size. This strategy 
will reduce field workers’ work loads, and the time saved could be devoted to 
providing better services.
The injectable is the most popular contraceptive in the treatment area mainly because 
it does not have to be taken daily and is delivered at the door. It might reasonably be 
asked what potential the newest contraceptive method, Norplant, has in the Matlab 
context. The main attraction of Norplant is that it protects from pregnancy for a 
much longer period than the injectable does, a feature that on its own should make it 
attractive to women wishing to terminate childbearing and, superficially, might 
appear to make it particularly suited to areas such as the comparison area which have 
limited family planning resources. However, it cannot easily be delivered at the door 
(Hardee et al., 1994), requiring trained personnel performing minor surgical 
procedures both to implant it and to remove implants. As noted above it also has 
similar side effects to the injectable. It seems unlikely that the introduction of 
Norplant would increase the contraceptive prevalence rate dramatically, although in a 
clinical trial in Bangladesh it did attract more interest from uneducated than from 
educated women (Kamal, Hardee-Cleaveland & Khuda, 1991).
Side effects have been recognized as a major cause of discontinuation of 
contraception among those who wanted no more children. In the comparison area 
side effects management is largely absent, while in the treatment area the CHW 
inform prospective clients about possible side effects and provide counselling at 
follow-up visits. Women who suffer from side effects are also able to be treated at 
their local sub-centre by a qualified physician. However, high discontinuation 
suggests that existing side effects management is not adequate. In the comparison 
area there is a need for basic counselling and medical backup to be provided. But in 
both areas attention should be paid to nutrition intervention for women suffering 
from side effects and to mounting motivational programs for their husbands and in-
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laws. Nutritional intervention might reduce side effects by improving the health of 
these often malnourished women, while supportive attitudes from other household 
members might encourage them to continue contraception despite suffering from side 
effects.
Reproductive preference and subsequent fertility are not always in perfect 
correspondence; however, the magnitude of the disagreement usually depends on the 
length of the follow-up period. In both areas, of those who wanted no more children, 
a majority had no more births over the ensuing 5.75 years, and of those who wanted 
more only a small proportion had no more; fertility over the period was about 18 per 
cent higher than desired in the treatment area and about 47 per cent higher than 
desired in the comparison area. The future success of the family planning programs 
in the two areas will depend largely on the elimination of these unwanted births. 
When the follow-up period was restricted to three years, fertility over the period was 
about 10 per cent lower than desired in the treatment area and about 20 per cent 
higher than desired in the comparison area. This suggests that women in the 
treatment area were remarkably good at controlling births for a certain period but 
then were inclined to discontinue contraception, perhaps due to side effects. These 
results strongly suggest that a family planning program should use survey data on 
reproductive preferences to identify women who want no more children. As this 
particular group of women is already motivated to cease childbearing, its members 
should be encouraged to adopt relatively permanent methods of contraception.
If a woman wants no more children it does not necessarily mean that she will be able 
to achieve this; a higher rate of subsequent fertility has been documented for women 
in this group whose husbands wanted more children. In a male dominated society this 
is expected. However, these husbands need to be identified and male (instead of 
female) field workers should be employed to motivate them, through household
visits.
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More abortion was found in the comparison area than in the treatment area, 
indicating that wider availability of contraception can reduce abortion and 
subsequent abortion-related deaths. As abortion was more common among those who 
wanted no more children than among those who wanted more children, the program 
should use preference data to identify women in the former group with a view to 
encouraging them to adopt safer methods of contraception. Such a strategy will 
reduce maternal mortality too.
Although the family planning program was introduced in Bangladesh based on 
reproductive preference data, no study has previously examined reproductive 
preference and subsequent fertility in the country. Hence the present study will 
provide a foundation for future research on reproductive preference and subsequent 
behaviour. It has established that a large number of women who wanted no more 
children gave birth during the follow-up period, but was unable to examine the 
circumstances in which these unwanted births occurred. Future research needs to 
examine these circumstances and to probe the reasons for discontinuations of 
contraception among women who had indicated a desire to cease childbearing.
Reproductive preferences may change over time: a woman may want more or no 
more children at one point in time and report otherwise at a subsequent interview. 
There is a need to investigate the intervening events that may bring about such 
changes of attitude, and more broadly to explore the social, economic and normative 
circumstances under which preferences are developed, expressed, modified and 
realised.
With increasing use of contraception to space births, the contraceptive prevalence 
rate has become a less appropriate device for evaluating a family planning program. 
Future studies should be designed to allow examination of contraceptive continuation
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rates, which could be used both to evaluate the performances of field workers and to 
help assess the achievements of family planning programs.
Appendix A: Questionnaire
Questionnaire A3.1
Qualitative Survey 1991 
Factors that affect ideal family size
a: For all women
1. Date of birth
2. Age at marriage
3. Occupation of woman
4. Pregnancy history
5. Number of living sons
6. Number of living daughters
7. Education of woman
8. Are you using any family planning, method? yes/no; Name:
9. How many children do you consider ideal for a newly married couple?
10. Who takes decisions on how many children you should have?
11. Could you say how many children your husband wants?
b: For women aged under 30 years
1. How many children do you want to have?
2. Why did you suggest having that number of children?
3. What problems would one face in having more children?
4. What problems would one face in having fewer children?
5. Would you adopt family planning, to stop more births?
6. How would you feel if you had more children than desired?
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7. Would you have an additional child if the desired number were all sons or 
daughters?
8. Do you want children at short intervals?
9. In the past our parents or grandparents had many children. What reason do you 
think was behind it?
10. Many children is the sign of a strong family. What is your opinion in this regard?
11. Many children means more income for a family. Parents would get more money
in their old age. How do you view this?
c: For women who desired to stop childbearing in 1984
1. Do you want any more children?
2. Why did you suggest having the particular number of children (ideal)?
3. What problems would one face in having too many?
4. What problems would one face in having too few?
5. In 1984 you told us that you did not want more children. But later you had more 
children. What was the reason for this?
6. Are you happy to have more children than you desired?
7. Would you use any contraception to stop future births?
8. In the past our parents or grandparents had many children. What reason do you 
think was behind it?
9. Many children is the sign of strong family. What is your opinion in this regard?
10. Many children means more income for a family. Parents would get more money 
in old age. How do you view this?
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Appendix B: Tables
Table B4.1
Results of full logistic regression models of proportion desiring more children of 
currently married, non-pregnant women aged 15-49 and family size 3 by selected 
characteristics, treatment and comparison areas
Characteristics Treatment Comparison
Aged 15-49 Family size 3 Aged 15-49 Family size 3
B SE Odds B SE Odds B SE Odds B SE Odds
ratio ratio ratio ratio
Constant 7.440 0.330 3.973 0.656 6.921 0.384 2.679 0.664
Age of woman -0.152 0.012 0.86 -0.143 0.021 0.86 -0.153 0.013 0.86 -0.134 0.022 0.87
Living children -1.028 0.056 0.36 1.14 -1.090 0.060 0.33
Education of woman (yrs) 
0 1.00 1.00 1.00 1.00
1-4 0.220 0.146 1.22 -0.191 0.242 0.82 0.179 0.181 1.19 -0.124 0.291 0.88
5+ -0.217 0.157 0.80 -0.495 0.276 0.61 0.086 0.197 1.09 -0.698 0.334 0.49
Education of husband (yrs) 
0 1.00 1.00 1.00 1.00
1-5 -0.109 0.131 0.90 0.034 0.215 1.03 -0.059 0.159 0.94 0.226 0.259 1.25
6+ -0.306 0.152 0.73 -0.339 0.260 0.71 0.167 0.182 1.18 0.568 0.303 1.76
Possession of items
None 1.00 1.00 1.00 1.00
1-2 0.052 0.123 1.05 -0.074 0.203 0.93 -0.021 0.148 0.98 0.218 0.249 1.24
3+ -0.029 0.172 0.97 0.035 0.286 1.03 -0.231 0.207 0.79 0.084 0.329 1.08
Religion
Muslim 1.00 1.00 1.00 1.00
Hindu -0.137 0.136 0.87 -0.221 0.223 0.80 -0.090 0.215 0.91 0.138 0.340 1.15
Contraceptive use 
Ever 1.00 1.00 1.00 1.00
Never 1.071 0.163 2.92 0.809 0.263 2.24 1.233 0.133 3.43 1.232 0.217 3.42
Sources: SES 1982 and KAP 1990
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Table B5.1
Percentage distribution of currently married, non-pregnant women aged under 40 by age,
treatment and comparison areas
A ge
Treatm ent C om parison
1984 (N) 1990 (N) 1984(N) 1990(N)
<20 5.2(115) 6.2(189) 5.7(75) 6.5(154)
20-24. 28.3(624) 24.3(735) 25.2(328) 26.2(616)
25-29 23.4(516) 29.5(892) 23.9(311) 29.2(685)
30-34 22.9(505) 22.2(672) 23.0(300) 21.3(500)
35-39 20.0(441) 17.4(526) 22.0(287) 16.5(389)
Sources: IDS 1984 and KAP 1990
Table B5.2
Percentages of currently married, non-pregnant women aged under 40 by method of 
contraception: those who wanted more children and those who wanted no more,
treatment and comparison areas
Treatment Comparison
W anted more W anted no more All W anted more W anted  no m ore All
M ethod 1984 1990 1984 1990 1984 1990 1984 1990 1984 1990 1984 1990
M odem
Pill 8.1 27.9 7.5 19.8 7.8 23.3 18.4 57.6 3.0 28.1 5.6 37.2
IUD 34.1 7.3 16.2 6.0 23.0 6.5 36.6 3.6 13.0 2.4 17.0 2.7
Injection 
C ondom , foam
50.0 59.6 31.9 50.0 38.9 54.1 3.3 7.3 2.6 4.2 2.7 5.0
and je lly 3.0 1.3 2.6 1.7 2.8 1.5 5.0 3.6 3.3 1.3 3.3 2.0
Sterilization 0.0 0.6 36.1 17.3 22.4 10.1 0.0 2.4 58.1 41.1 48.9 29.7
T raditional
R hythm 2.4 2.0 2.4 2.0 2.3 2.0 21.6 15.7 8.0 10.2 9.9 11.7
O ther 2.4 1.3 3.3 3.2 2.8 2.5 15.1 9.8 12.0 12.7 12.6 11.7
All m ethods 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Sources: IDS 1984 and KAP 1990
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Table B5.3
Results of full logistic regression models of contraceptive use of currently married, 
non-pregnant women aged under 40 wanting no more children, treatment and 
comparison areas 1984 and 1990
Variable Treatment Comparison
1984 1990 1984 1990
B SE Odds B 5SE 'Odds B SE Odds B SE Odds
ratio ratio ratio ratio
Constant -0.913 0.689 -1.604 0.722 -0.833 1.032 -2.261 0.665
Age of woman 0.034 0.016 1.03 0.076 0.018 1.08 0.003 0.020 1.00 0.079 0.016 1.08
Living children -0.064 0.054 0.94 -0.083 0.063 0.92 -0.099 0.065 0.90 -0.165 0.051 0.85
Whether has a son
0 1.00 1.00 1.00 1.00
1 + 0.184 0.537 1.20 0.639 0.520 1.89 0.259 0.836 1.29 -0.008 0.487 0.99
Education of woman (yrs) 
0 1.00 1.00 1.00 1.00
1-4 0.221 0.151 1.25 -0.093 0.181 0.91 -0.115 0.216 0.89 0.480 0.172 1.61
5+ 0.250 0.188 1.28 0.088 0.183 1.09 0.318 0.271 1.37 0.770 0.183 2.16
Possession of items
None 1.00 1.00 1.00 1.00
1-2 -0.032 0.143 0.97 -0.006 0.152 0.99 -0.228 0.193 0.79 0.084 0.142 1.09
3+ 0.254 0.222 1.29 0.094 0.216 1.10 0.346 0.281 1.41 -0.168 0.199 0.84
Religion
Muslim 1.00 1.00 1.00 1.00
Hindu 0.545 0.192 1.72 0.448 0.199 1.56 0.851 0.263 1.30 0.076 0.207 1.08
Sources: SES 1982, IDS 1984 and KAP 1990
194
Table B5.4
Results of full logistic regression models of contraceptive use of currently married, 
non-pregnant women aged under 40 who wanted next birth after one year, treatment
and comparison areas 1984 and 1990
Variable Treatment Comparison
1984 1990 1984 1990
B SE Odds B SE Odds B SE Odds B SE Odds
ratio ratio ratio ratio
Constant -0.142 0.465 -0.168 0.366 -4.245 1.178 -1.607 0.550
Age of woman -0.066 0.022 0.93 -0.008 0.017 0.99 0.011 0.053 1.01 -0.032 0.024 0.97
Living children 0.240 0.082 1.27 0.130 0.071 1.14 0.196 0.195 1.21 0.048 0.083 1.05
Whether has a son
0 1.00 1.00 1.00 1.00
1 + 0.442 0.163 1.55 0.453 0.123 1.57 0.533 0.458 1.70 0.595 0.191 1.81
Education of woman (yrs) 
0 1.00 1.00 1.00 1.00
1-4 -0.081 0.165 0.92 0.007 0.148 1.01 -0.224 0.488 0.80 -0.087 0.234 0.91
5+ 0.366 0.184 1.44 0.176 0.151 1.19 0.627 0.455 1.87 0.995 0.199 2.70
Possession of items
None 1.00 1.00 1.00 1.00
1-2 0.140 0.157 1.15 -0.113 0.127 0.89 0.235 0.446 1.26 0.347 0.189 1.41
3+ 0.620 0.209 1.86 0.205 0.181 1.22 1.215 0.466 3.37 0.552 0.258 1.73
Religion
Muslim 1.00 1.00 1.00 1.00
Hindu -0.494 0.212 0.61 -0.044 0.158 0.95 -0.056 0.570 0.94 -0.137 0.336 0.87
Sources: SES 1982, IDS 1984 and KAP 1990
195
Table B6.1
Individual inconsistency between desire for children in 1984 and fertility behaviour 
during 1984-89 of currently married, non-pregnant and fecund women aged 15-44 by 
selected characteristics, treatment and comparison areas
Wanted more Had more in Inconsistency at individual level (%)
in 1984(%) 1984-89(%) ______________________________________
Character- Wanted more Wanted no more
istics ______________ _____________ _________________  _______________
Treat Comp Treat Comp Treat(N) Comp(N) Treat (N) Comp(N)
Age of woman 
<25 89.0 87.0 87.4 92.4 10.9(542) 6.2(274) 73.1(67) 82.9(41)
25-29 61.8 53.4 74.1 72.7 17.3(277) 15.0(133) 60.2(171) 58.6(116)
30-34 32.0 27.2 47.5 63.6 27.9(147) 22.5(71) 35.9(312) 58.4(190)
35-39 12.1 10.2 25.8 38.2 51.1(45) 52.0(25) 22.6(327) 37.1(221)
40+ 4.7 5.6 11.5 12.1 81.3(16) 83.3(12) 11.1(324) 11.9(202)
Marriage duration 
<5 97.2 95.2 92.2 97.6 8.0(137) 2.5(79) 100.0(4) 100.0(4)
5-9 87.4 84.8 85.9 90.0 11.0(390) 8.2(195) 64.3(56) 80.0(35)
10-14 63.7 56.6 74.8 71.9 18.8(260) 16.3(129) 63.5(148) 56.6(99)
15-19 36.4 26.6 53.3 66.8 24.8(149) 21.1(57) 40.8(260) 62.4(157)
20+ 11.0 10.4 22.0 30.8 48.4(91) 45.5(55) 18.3(733) 28.0(475)
No. of living children
<2 97.3 99.5 82.8 84.6 15.3(367) 15.0(207) 10.0(10) 0.0(1)
2 81.0 77.3 80.7 83.4 13.1(298) 12.1(140) 54.3(70) 68.3(41)
3 51.9 43.9 62.6 65.9 21.0(200) 12.2(90) 44.9(185) 48.7(115)
4 23.8 22.5 44.8 56.5 26.5(102) 15.6(45) 35.8(327) 48.4(155)
5 13.7 11.8 29.7 42.8 26.8(41) 22.7(22) 22.8(259) 38.2(165)
6+ 5.1 3.6 23.3 33.9 47.4(19) 45.5(11) 21.7(350) 33.1(293)
No. of living sons 
0 96.2 94.9 83.3 79.1 14.8(352) 18.3(186) 35.7(14) 30.0(10)
1 68.8 63.8 68.5 75.9 18.7(433) 12.3(220) 40.3(196) 55.2(125)
2 25.5 21.1 45.3 55.0 17.9(156) 11.6(69) 32.7(455) 46.1(258)
3 16.1 11.9 35.7 40.8 25.0(56) 15.4(26) 28.2(291) 34.9(192)
4+ 10.9 7.0 29.1 36.2 30.0(30) 21.4(14) 24.1(245) 33.0(185)
Education of woman (yrs)
0 43.9 37.4 52.4 57.1 19.3(512) 14.4(299) 30.3(653) 40.1(501)
1-4 46.8 40.5 55.9 61.1 17.3(307) 13.7(124) 32.4(349) 44.0(182)
5+ 51.1 51.4 58.7 63.7 15.4(208) 17.4(92) 31.7(199) 43.7(87)
Possession of items
None 44.5 39.8 55.3 57.3 16.4(408) 16.5(249) 32.6(509) 40.1(377)
1-2 45.5 39.7 54.3 60.3 18.3(453) 13.3(203) 31.5(543) 42.9(308)
3+ 52.7 42.6 53.7 61.5 20.5(166) 12.7(63) 24.8(149) 42.4(85)
Religion
Muslim 45.8 39.2 56.1 58.4 16.9(865) 15.6(450) 33.3(1022) 41.6(699)
Hindu 47.5 47.8 46.3 64.0 23.5(162) 9.2(65) 19.0(179) 39.4(71)
Contraceptive use
User 30.9 11.7 37.5 26.7 22.6(310) 17.2(29) 19.6(693) 19.3(218)
Non-user 58.5 46.8 68.7 66.7 15.9(717) 14.6(486) 46.9(508) 50.2(552)
Sources: SES 1982, IDS 1984 and DSS (1984-89)
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Table B6.2
Full logistic regression model of whether at least one live birth occurred during 1984- 
89 to currently married, non-pregnant and fecund women aged 15-44 in non- 
sterilized unions by selected characteristics, treatment and comparison areas
Treatment Comparison
Variable B SE Odds Ratio B SE Odds Ratio
Constant 5.3050 0.6276 6.1820 0.9098
Age of woman -0.1335 0.0298 0.87 -0.2043 0.0401 0.81
Marriage duration -0.0726 0.0272 0.93 -0.0435 0.0363 0.96
No. of living children 0.1960 0.0477 1.21 0.2168 0.0587 1.24
Whether has a son 
0 1.00 1.00
1 + -0.0419 0.1940 0.96 0.5062 0.2882 1.66
Woman’s desire for children 
More 1.00 1.00
No more -0.8019 0.1478 0.45 -0.5550 0.2301 0.57
Education of woman (yrs) 
0 1.00 1.00
1-4 0.0211 0.1355 1.02 -0.1588 0.1877 0.85
5+ -0.1626 0.1680 0.85 -0.4779 0.2593 0.62
Possession of items 
None 1.00 1.00
1-2 -0.1592 0.1285 0.85 0.0591 0.1712 1.06
3+ -0.6048 0.1856 0.54 -0.0235 0.2721 0.97
Religion
Muslim 1.00 1.00
Hindu -0.5758 0.1748 0.56 0.1773 0.2709 1.19
Contraceptive use 
User 1.00 1.00
Non-user 0.8387 0.1200 2.31 0.4821 0.2420 1.62
Sources: SES 1982, IDS 1984 and DSS (1984-89)
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Table B6.3
Full logistic regression model of whether at least one live birth occurred during 1984- 
89 to currently married, non-pregnant and fecund women aged 15-44 in non- 
sterilized unions who wanted no more children by selected characteristics, treatment
and comparison areas
Treatment Comparison
Variable B SE Odds Ratio B SE Odds Ratio
Constant 4.6060 1.5020 5.8950 1.9590
Age of woman -0.1092 0.0416 0.89 -0.1877 0.0520 0.83
Marriage duration -0.0990 0.0392 0.90 -0.0485 0.0473 0.95
No. of living children 0.1384 0.0604 1.15 0.1292 0.0666 1.14
Whether has a son 
0 1.00 1.00
1 + 0.0641 0.6674 1.06 0.6199 0.8375 1.86
Husband's desire for children
More 1.00 1.00
No more -0.6874 0.1645 0.50 -0.5589 0.2093 0.57
Education of woman (yrs) 
0 1.00 1.00
1-4 0.0708 0.1808 1.07 -0.2354 0.2272 0.79
5+ -0.4449 0.2386 0.64 -0.3607 0.3347 0.70
Possession of items 
None 1.00 1.00
1-2 -0.0450 0.1728 0.95 -0.0088 0.2054 0.99
3+ -0.5378 0.2699 0.58 -0.0704 0.3358 0.93
Religion
Muslim 1.00 1.00
Hindu -0.5268 0.2742 0.59 -0.0802 0.3418 0.92
Contraceptive use 
User 1.00 1.00
Non-user 0.9671 0.1633 2.63 0.3983 0.2772 1.49
Sources: SES 1982, IDS 1984 and DSS (1984-89)
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Table B6.4
Full logistic regression model of whether a live birth occurred within 2 years to 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions who wanted next child 'soon' by selected characteristics, treatment and
comparison areas
Treatment Comparison
Variable B SE Odds Ratio B SE Odds Ratio
Constant 0.8627 1.2210 3.9880 2.1540
Age of woman -0.0503 0.0663 0.95 -0.1980 0.1003 0.82
Marriage duration -0.0565 0.0622 0.94 -0.0428 0.0924 0.96
No. of living children 0.2336 0.1386 1.26 0.6401 0.2193 1.89
Whether has a son 
0 1.00 1.00
1+ -0.0465 0.3230 0.95 -0.1575 0.4785 0.85
Education of woman (yrs) 
0 1.00 1.00
1-4 0.6270 0.3328 1.87 -0.4043 0.5182 0.66
5+ 0.4439 0.3927 1.56 -0.2856 0.6036 0.75
Possession of items 
None 1.00 1.00
1-2 -0.0461 0.2976 0.95 -0.5261 0.4401 0.56
3+ 0.5357 0.4367 1.71 1.0000 0.7873 2.71
Religion
Muslim 1.00 1.00
Hindu -0.1262 0.3651 0.88 0.3295 0.6065 1.39
Contraceptive use 
User 1.00 1.00
Non-user 0.6512 0.3450 1.91 1.2590 1.172 3.52
Sources: SES 1982, IDS 1984 and DSS (1984-89)
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Table B6.5
Full logistic regression models of whether a live birth occurred within 2 years to 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized 
unions who wanted next child 'not so early' by selected characteristics, treatment and
comparison areas
Treatment Comparison
Variable B SE Odds Ratio B SE Odds Ratio
Constant 0.2841 0.8424 2.0250 1.2480
Age of woman -0.0596 0.0450 0.94 -0.0604 0.0620 0.94
Marriage duration -0.0126 0.0391 0.99 -0.0229 0.0579 0.97
No. of living children 0.1615 0.1031 1.17 0.1999 0.1485 1.22
Whether has a son 
0 1.00 1.00
1+ -0.0627 0.1889 0.94 -0.7342 0.2762 0.48
Education of woman (yrs) 
0 1.00 1.00
1-4 0.0556 0.1936 1.05 0.0662 0.2960 1.07
5+ 0.4434 0.2351 1.55 -0.4035 0.3403 0.66
Possession of items 
None 1.00 1.00
1-2 -0.3439 0.1879 0.71 0.2760 0.2608 1.31
3+ -0.4223 0.2630 0.65 -0.3499 0.3989 0.70
Religion
Muslim 1.00 1.00
Hindu -0.2896 0.2496 0.75 0.4840 0.3794 1.62
Contraceptive use 
User 1.00 1.00
Non-user 0.8408 0.1829 2.32 0.6469 0.4763 1.91
Sources: SES 1982, IDS 1984 and DSS (1984-89)
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Table B7.1
Full logistic regression model of those who wanted more children in 1984 and 
whether or not they changed to wanting no more children in 1989 on selected 
characteristics: currently married, non-pregnant and fecund women aged 15-44 in
non-sterilized unions, treatment area
Variable B SE Odds ratio
Constant -3.8970 0.4951
Age of woman 0.0620 0.0216 1.06
No. of living children 0.6121 0.0871 1.84
Whether has a son
0 1.00
1+ 0.9706 0.1725 2.64
Education of women
0 1.00
1-4 -0.2453 0.1735 0.78
5+ 0.0091 0.2054 1.01
Possession of items
None 1.00
1-2 -0.0156 0.1664 0.98
3+ 0.3037 0.2294 1.35
Religion
Muslim 1.00
Hindu 0.0097 0.2119 1.01
Whether had interim birth
Yes 1.00
No 0.0398 0.1946 1.04
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89)
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Table B 7.2
Full logistic regression model of those who wanted no more children in 1984 and 
whether or not they changed to wanting more in 1989 on selected characteristics: 
currently married, non-pregnant and fecund women aged 15-44 in non-sterilized
unions, treatment area
Variable B SE Odds ratio
Constant 1.6050 1.0010
Age of woman -0.0350 0.0275 0.96
No. of living children -0.4943 0.1162 0.61
Whether has a son
0 1.00
1+ -0.4247 0.7569 0.65
Education of woman (yrs)
0 1.00
1-4 0.4954 0.2695 1.64
5+ 0.1809 0.3306 1.20
Possession of items
None 1.00
1-2 0.1685 0.2632 1.18
3+ 0.2017 0.3932 1.22
Religion
Muslim 1.00
Hindu -0.1919 0.3781 0.82
Whether had interim birth
Yes 1.00
No -0.9512 0.2744 0.38
Sources: SES 1982, IDS 1984, RKS 1989 and DSS (1984-89)
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